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Editorials 


SHOULD WE HAVE GENERAL 
HOSPITAL CARE FOR CURRENT 
TUBERCULARS? 


Popular attention the last decade has been 
so persistently fixed on the venereal, heart and 
cancer menaces that the ever present, un- 
abating prevalence and danger of active and 
ambulatory tuberculosis cases has been com- 
paratively overlooked. Even professional edu- 
cation in tuberculosis has lagged and continued 
inadequate. 

During this depreciation in general interest 
as to tuberculosis many disquieting and rather 
revolutionary theories have been launched and 
received with great indifference considering 
that so little stress is laid upon discrimination 
between open and closed cases of tuberculosis. 

Even the notable authority on tuberculosis, 
Dr. Benjamin Goldberg, who is arguing for the 
admission of tubercular cases to general hos- 
pitals seems to minimize what to the average 
mind would be the danger line. No matter how 
great may be the economic stress of medicine 
never should science be sacrificed for the sake 
of economics. 

Undoubtedly Dr. Goldberg agrees with this 
statement. However this danger line is of the 
maximum importance and should be emphasized. 
whenever this question of tubercular admission 
to general hospitals comes up for discussion. 
There is much of merit in the idea, and much 
that merits acute scrutiny. 

The tubercular patient is consigned as a rule, 
stock, lock and barrel to the tuberculosis spe- 
cialist, and to the tuberculosis hospital or insti- 
tute. Which would be marvelously competent 
in its ruling were it not for the fact that here 
again is a shining case of the confounding of 
practice and theory. One of the gravest perils to 
humanity to-day is the positive unsupervised 
ease of tuberculosis that has slipped through 
the hands of the specialist in this disease, and 
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equally skillfully the institute or sanatorium. 

For this evasion the two chief reasons are 
ignorance and inefficiency, and pride and pover- 
ty on the part of the patient. Only too often, too, 
the especial tuberculosis hospital is crowded 
and overflowing. Now where without any de- 
gree of danger to others the tuberculosis patient 
can be installed in a general hospital there 
would seem to be no argument against, and 
hundreds of arguments for, just such hospital- 
ization, whether for bed service or merely clini- 
cal treatment as outpatients. 

It is estimated that in Chicago to-day there 
are at least 3400 known open cases of tubercu- 
losis with positive sputum, free and at large 
and without institutional supervision. To this 
number add the estimated 1100 or more unre- 
ported cases, without any sort of supervision 
that are mingling freely with Chicago’s con- 
gested population and as freely spreading the 
dread white plague. It is not altogether im- 
possible that this estimate is too low. 

For all we know there may be even half as 
many again unreported cases as the one third 
that conservative statistics admits. 

Since the maximum supervision of tubercu- 
losis patients means the minimum of infection 
the necessity for supervision is obvious. Com- 
plete hospitalization would of course be the 
ideal treatment. While the most effective meas- 
ure is hospital or sanatorium supervision, yet 
the incidence of infection is greatly decreased 
by supervision in the field. 

This is well known, just as it is a known and 
admitted fact that every open case of tubercu- 
losis is a manifold menace to the community. 
The degree of danger increases in a direct ratio 
with the decrease in the social scale of the pa- 
tient. It has been stated by no less a tubereu- 
losis authority than Dr. Benjamin Goldberg in 
his book, ‘‘The Control of Tuberculosis,’’ that 
‘if it were possible to give hospital supervision 
to every open case of tuberculosis in a com- 
munity, within a decade or two we would have 
no tuberculosis.”’ 

If Dr. Goldberg is correct in his appraisal of 
the dicta of doctors of distinction in re tuber- 
culosis then no time should be lost in getting 
every open case of tuberculosis under immedi- 
ate field supervision if hospital supervision is 
noiavailable. The question arises, too, that with 


all the empty beds in general hospitals why 
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can’t a few of these non-working liabilities on 
the institution be made to serve the best ends 
of humanity? It should be borne in mind how- 
ever that such tactics should never be attempted 
by any general hospital unless this opening of 
its facilities to the tubercular means ample 
protection from infection for the nontubercular 
patients in the institution. It is unsound eco- 
nomics to run a hospital with vacant beds, just 
as it is unsound humanitarianism, but it is a 
crime against both principles to admit tubercu- 
lar patients to any privileges by which may be 
increased the potentiality of their community 
menace. 

Commenting further on Dr. Goldberg’s idea: 
Now the reasons why, supplementing the sani- 
tarium, the general hospital should care for the 
tuberculous patient are manifold and cogent. 

Often the sanitarium is both crowded and 
with a waiting list; while the general hospital 
has vacant beds and as a result a consequently 
increased per capita cost. In other words, the 
hospital eats its head off while its work remains 
undone. It seems unsound economies to permit 
beds, which may be used to the great benefit of 
the community, to remain empty and idle. 

Further it is unsound hospital management 
to exclude the tuberculous patient, if he can be 
cared for in the hospital without detriment to 
others or without lowering of the hospital rou- 
tine standards. Empty beds are a loss; empty 
beds should be filled, with deficit reduction to 
the hospital, with economic profit to the com- 
munity, and with health profit and lifesaving 
to the individual patient and as such to the 
family and the nation. 

Laboratory and x-ray departments, electro- 
cardiograph divisions and the like, in a general 
hospital frequently run at half capacity or even 
less. Yet the personnel must be maintained and 
paid, with obvious waste when high-salaried 
laboratory personnel is idle during part of the 
working day. To accommodate tuberculous pa- 
tients in those empty beds, would increase rou- 
tine business in the various laboratory divisions. 

In the case of the general private hospital 
(presuming that admitted tuberculous patients 
can pay, as can many of them) this, of course 
will mean definitely increased revenue for the 
individual hospital and a thankfully decreased 
deficit. 


The entire economic structure of the small 
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community is in itself a sufficient reason for the 
acceptance of tuberculous patients in general 
hospitals in thousands of towns. 

Now the average small community is able 
usually to do one of two things—either it is able 
to afford and support a general hospital or to 
afford and support a small sanitarium commen- 
surate with its needs. 

Without inadvisable strain on its financial 
structure, such communities cannot adequately 
support both institutions at the same time. 

In such small communities, where the sani- 
tarium in itself is inadvisable or impossible, jus- 
tifiable and satisfactory compromise may be 
made by amalgamating sanitarium and hospital 
functions in a well planned and well coordi- 
nated institution. Indeed such amalgamation is 
often called for by the humanitarian instinct 
which unconsciously urges man to help his 
fellowmen. 

Public sanatoria are thronged to capacity. 
Each institution has a long waiting list. In the 
ease of the Municipal Tuberculosis Sanitarium, 
there is a waiting list always of from four to 
five hundred patients. 

The tuberculous individual has no place to 
go. He cannot get into the sanatorium. He is 
denied admission to the general hospital. He 
sees that he is becoming worse daily, and de- 
spondeney accentuates the downward trend of 
the disease, while his lack of isolation helps in 
the spread of the plague. To throw open the 
doors of the general hospitals to tuberculous 
individuals, many of whom can afford to pay, 
is both a progressive and humanitarian step, 
giving hope to the hopeless, and inaugurating a 
health and life saving measure. Further it is 
first aid to self preservation and the wish to 
survive is in the forefront of our consciousness. 

Public health organizations are designed in 
their entirety to serve this instinct of self-pres- 
ervation. 

When people are conscious of a health men- 
ace, they wish to avoid it. Public health organi- 
zations when conscious of a health menace must 
do everything possible to minimize or eliminate 
that menace and every open case of tubercu- 
losis is a potential community menace that can- 
not be repeated too often. 

Every case of open tuberculosis, taken from 
the community and supervised in a hospital or 
Sanatorium, represents definite diminution in 
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the stream of community infection. For our 
own sakes, we must take care of the tuberculous 
individual. We can take care of him better in 
an institution, either hospital, sanatorium or 
convalescent home. 

Properly cared for the tuberculous individual 
is not a menace to the hospital population and 
he can be abmitted without detriment to hospit- 
al routine or hospital patients. 

Yet in every detail the tuberculous patient 
demands, and should receive, specialistic care. 

The type of care given to tuberculous indi- 
viduals in the old boarding-house type of insti- 
tution is today recognized as inadequate, and 
characterized as neglect. The progressive sana- 
torium aims to give specialistic care. In at- 
tempting to reach this objective these sanatoria 
are lifting themselves to the plane of the 
general hospital. In many communities, as in 
many sanatoria, this phase of institutional evo- 
lution has not as yet been reached. So for such 
communities and such sanatoria the cooperation 
of the general hospital is of prime necessity. 
Specialistic care that cannot be furnished in the 
sanatorium, can be given in the hospital. Such 
patients as need attention and service which 
cannot be rendered at the sanatorium may be 
transferred to the hospital for the necessary 
treatment. The tuberculous patient in the gen- 
eral hospital can have the advantage of service 
by a competent specialistic and consultant staff. 
He will find available the type of service which 
is economically impractical except in large pro- 
gressive municipal institutions in the neighbor- 
hood of big cities and this point should be con- 
sidered both by small communities and by many 
suburbs of large cities. When the attention of 
the general hospitals focuses on ‘‘T.B.’s’’ it 
means fresh impetus to research in the disease. 


Research in tuberculosis has been lagging. 
Funds available in sanatoria for research pur- 
poses are, as a rule, inadequate. In the general 
hospital, tuberculosis research can be linked up 
with general research with mutual advantage, 
and with mutually better prospects. The tuber- 
culous patient in the general hospital ean fur- 
nish the necessary background and clinical 
material; the personnel is already in the hos- 
pital and the equipment installed. The added 
expense involved in tuberculosis research will 
be insignificant in comparison with the installa- 
tion of a separate research department for 
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tuberculosis, in any specialized tuberculosis 
sanatorium. Along with the research will come 
a greater and more ardent professional educa- 
tion in tuberculosis, at present also lagging and 
inadequate. 

From the point of view of both didactic and 
practical work, the curriculum in most medical 
schools is woefully insufficient. This is because 
the tuberculous patient has been assigned irrev- 
ocably and exclusively to the domain of the 
tuberculosis specialist. He is secluded in sana- 
toria; is removed, and is forgotten. Yes, he is 
the real ‘‘forgotten man’’ of medicine. The 
amount of material available for school instruc- 
tion is small and unsatisfactory. A few patients 
are seen by the students in the Out-Patient De- 
partment of the hospitals, or in the general 
school clinies. From such sources the students 
cannot gain even an approximate concept of 
tuberculosis. The situation would be far differ- 
ent if tuberculous patients were admitted to the 
general hospitals. Then in their ward walks the 
students would have opportunity to study 
“Tl B.’’ eases in detail, to wateh the various 
phases of tuberculosis, and to gain a coherent 
and sequential conception of tuberculosis. The 
teacher of diseases of the chest would have am- 
ple material at his disposal, and would not be 
obliged to call upon the imagination of his stu- 
dents, a barren and ineffective procedure at 
best, and certainly not in line with modern 
tenets of clinical teaching. 

Tuberculosis is a disease where the nursing is 
often half the cure, and it is a ticklish angle. 

Commenting further from Dr. Goldberg, 
from the point of view of the nursing problem, 
the admission of tuberculous patients to general 
hospitals is advisable from several different 
angles, as admission of such patients would 
imply better general training for the student 
nurses. Contemporary nurses, graduated from 
the general hospitals today, have very little 
knowledge of tuberculosis nursing. Actually 
they do not know really how to care for the 
tuberculous patient. Certain features in the 
psychie aspect and personality of the tubercu- 
lous patient can be learned only by experience. 
The knowledge gained in nursing the tubercu- 
lous is valuable, and should form an important 
part in the final equipment of the nurse who 
proposes to do general work. There are a few 
such heroic women left—not all are specialists. 
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Again the tuberculous patient in the general 
hospital would receive better nursing care at 
less expense. In most large sanatoria, the num- 
ber of nurses per patient is inadequate. In the 
general hospital, with a rotation nursing pro- 
gram, and with the services of student nurses 
available, the patient could have the benefit of 
a thorough routine of nursing care. 

From the standpoint of diagnosis alone, the 
admission of tuberculous individuals to general 
hospitals is eminently advisable. In the early 
stage tuberculosis, at times, offers an almost 
insuperable diagnostic problem. Careful obser- 
vation and study, supplemented by conscien- 
tious laboratory work over a period of time, 
alone will determine an accurate diagnosis. It 
is obviously unfair that a patient should spend 
this period of time (necessary for diagnosis) in 
a tuberculosis hospital. The patient once ad- 
mitted to such an institution feels that he is 
branded. He is a ‘‘sanatorium case’’; his 
friends know it, and from time to time, perhaps 
unconsciously, remind him of it. 

For these reasons, many patients in the 
‘doubtful column’’ are unwilling to enter sana- 
toria for ‘‘observation.’’ Such patients, as a 
rule, make no difficulty about entering a gen- 
eral hospital. They are quite willing to spend 
the time necessary, submit themselves to the 
necessary examinations and laboratory proced- 
ures. If proved nontuberculous, they leave the 
institution ‘‘ without stigma,’’ as one may say. 
If they were proved definitely tuberculous, 
later, depending upon circumstances, they can 
be transferred to a tuberculosis institution. 
Most tuberculosis workers feel that an observa- 
tion ward in a general hospital is a distinct 
advantage to the patient, to the profession and 
to the community. 

Installation of a tuberculosis department in 
a general hospital tends towards concentration 
of tuberculous individuals in one section. To- 
day many hospitals accept tuberculous patients 
notwithstanding their avowal that they refuse 
to accept such eases. They accept them, in most 
instances, unconsciously. They come in under 
erroneous diagnoses and are allowed to remain 
in the wards, sometimes over a prolonged peri- 
od. Sometimes, as the diagnosis is made, it is 
difficult to have the patient immediately re- 
moved; usually, however, the cases remain 
unrecognized owing to the fact that the staff is 
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not on the alert for the insidious forms of 
tuberculosis, and owing to the lack of facilities 
for consultation. This condition would not hold 
if an energetic tuberculosis division were opera- 
tive in the same hospital building. Such a divi- 
sion, as part of its function, would exercise 
supervision throughout the institution, weed 
out the tuberculous individuals from the general 
ward, and place them where they could have 
correct tuberculosis supervision. 

‘“‘Now is there any reason why the general 
hospital should not care for the tuberculous 
patient?’’ asks Dr. Goldberg. In answering 
his question he continues, ‘‘ There is no reason, 
granted proper conditions and proper manage- 
ment, why the tuberculous patient cannot be 
cared for in the hospital. Under improper con- 
ditions and poor management, such a course is 
definitely inadvisable, and even dangerous. No 
one will advoeate the admission of open cases 
of tuberculosis to the promiscuous and rather 
crowded environment of the large general ward. 
Patients debilitated from other chronic condi- 
tions should not be subjected to the possibility 
of a tuberculous infection. T'his possibility must 
be absolutely and finally ruled out before we 
can even dare to consider the proposition. Yet 
suitable arrangement and conscientious supervi- 
sion and management, will eliminate even a 
remote possibility of house infection. 

In a broad way, and from the long distance 
standpoint, any tuberculous individual might 
be properly treated in a modern general hos- 
pital. Certain types of cases, however, are more 
in need of hospital treatment than others. A 
short survey of this phase of the matter may be 
of interest. 

Hospital treatment is at times specially indi- 
cated for 

The Suspect Case. The advisability of a brief 


| period of hospital stay, tending to confirm or 


eliminate a diagnosis of tuberculosis, is appar- 
ent. 

The Case for Whom One or Other of the 
Various Surgical Procedures is indicated. In 
the future, perhaps, patients needing thoraco- 


| plasty and phrenectomy will be cared for in the 
| Seneral hospitals. In cases such as these the 
f ‘Xpensive operating room equipment must be 
| Considered as duplication even in the case of 
large institutions. Better cooperation between 
the hospital and sanatorium tends largely 
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towards eliminating expense. A patient in need 
of surgical treatment for tuberculosis may re- 
turn to his home after a brief period of hos- 
pital residence. This procedure will release a 
bed in the sanatorium for a patient who may 
be badly in need of sanatorium routine. 

The Patient Who Awaits Admission to an 
Institution is One for Whom Segregation is In- 
dicated, particularly, in the open case in contact 
with children. In order to protect the children 
this patient should leave his home. It is only 
fair that the community which compels him 
to give up his home and family life, should 
provide him with a place to stay until such 
time as he may be. admitted to the sanatorium. 

Then there is The Patient for Whom no Sana- 
torium Facilities are Available-——In some com- 
munities, there are no sanatorium accommoda- 
tions. In such communities, it is only reasonable 
to advocate that a wing for the care of tuber- 
culosis be added to the general hospital. 

The day of institutional isolation is past. To- 
day the tendency is toward cooperation and 
coordination of all institutional facilities in the 
specific community. 





WITH APOLOGIES TO DOCTOR 
WESSEL 


In the July Journal, page 13, proceedings of 
the House of Delegates of the Lllinois State 
Medical Society, the resolution ‘‘fees for surgi- 
cal services as rendered at state institutions’’ 
was wrongly credited to Dr. W. F. Schroeder, 
Rock Island. The authorship of this resolution 
as well as its introduction into the House of 
Delegates belongs to Doctor Perry H. Wessel, 
of Moline. 


EFFICACY OF QUINIDINE IN MALARIA 

J. P. SAnvers, Caspiana, La., and W. T. Dawson, 
Galveston, Texas (Journal A. M. A., Nov. 19, 1932), 
confirm the antimalarial efficacy of quinidine. Trial of 
the drug in total of fifty-seven cases of malaria with 
positive smears in a country practice in Louisiana in 
1930 and 1931 has revealed no inferiority to quinine. 
Of these cases, thirty-three were benign tertian and 
twenty-four estivo-autumnal. A 10 grain dose (0.65 
Gm.) of quinidine sulphate once daily about three hours 
before chill time rapidly removed the acute dangers 
of malarial fever in all cases. The same dose once 
daily for four days was effective and did no harm in 
two pregnant patients. Quinidine is recommended for 
trial as a quinine substitute in cases of asthmatic, cory- 
zal or urticarial reaction to quinine, or in cases of 
malaria in which the response to quinine is poor. 
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WITNESS WHAT FREE MEDICINE 
HAS DONE IN DETROIT, WHERE AS 
IN OTHER PARTS OF THE STATE 
OF MICHIGAN THERE HAS BEEN 
MUCH MEDICAL ECONOMIC EX- 
PERIMENT. 


Doctor, consider this. Banker, stop and pon- 
der. Merchants, what if you dealt in medi- 
cine ? 

If you can get your body made well and 
physically pliable for nothing, why can’t you 
get shelter for that body, food to nourish it, 
and clothes to cover it for the same paltry 
price ? 

In other words, free medical service, handed 
out indiscriminately and by social workers 
whose generosity emanates from taxes or levies 
upon other persons’ pockets instead of their 
own, is the first and longest stride towards the 
devastation by dole. 

After free food, one of the first free items 
of life for which the communist howls is a free 
doctor. 

Every doctor in the land should witness what 
‘*free medicine’? has done in Detroit, where 
as in other parts of the state of Michigan 
there has been much medical economic experi- 
ment. 

Reliable figures secured in Detroit show that: 
Nearly three years ago a summary of the facts 
demonstrated that 50 per cent of the medical 
cases in the community were being cared for at 
the expense of the taxpayer. The clinics sup- 
ported from charitable donations gave clinic 
and dispensary out-patient service to 77,183 
sufferers, real and. imaginary; and these treat- 
ments included 330,507 calls. On top of this, 
the Detroit Department of Health, directly tax- 
supported, treated 77,794 patients, including 
251,838 calls; and at Receiving Hospital, also 
directly tax-supported, there were 18,461 pa- 
tients and 82,184 calls. These mounted to a 
literally grand total of 171,136 patients and 
670,088 calls! About half of the medical cases 
treated in metropolitan Detroit in 1928 were 
looked after by clinics maintained by char- 
itable funds, supported by tax-payers, and by 
tax-supported clinics. The condition has grown 
with the dole. It will grow still further, until 
it becomes obviously intolerable. And _ then, 
change will be too late. 

Dr. J. Milton Robb, President-elect of the 
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Michigan State Medical Society, declares that 
unless this medical dole is stopped, the dole 
for every detail in life is more imminent than 
is dreamed of by the average citizen, and hun. 
dreds of doctors with vision concur most heart. 
ily in this opinion. 

There is no doubt but that free medical and 
hospital care is a great developer of an atti- 
tude of pauperization. Sympathy for the hu- 
manities has made of charity the camel within 
the tent. 

Often patients who are on the town go into 
hospitals for any minor illness and finally man- 
age to have everything from major operations 
down performed on them at somebody’s else 
expense before leaving the hospital. 

Dr. Robb writes feelingly. He says in part: 

‘‘Medical service is a commodity, worth 
money. The doctor is exempt from none of the 
expenses of living and bears some that are in- 
herent in his profession. Rent, equipment and 
medicines all cost him money, to say nothing 
of the fact that he is obliged by the nature of 
his calling to live according to certain stand- 
ards that are also expensive. 

‘“‘We have the spectacle of institutions 
erected with the proviso that the donor will 
put up the building if someone else—the tax- 
payer—will equip and operate it. If some of 
these institutions were more nearly actual ‘mon- 
uments,’ so built that no one could by any pos- 
sibility get into them, the world would be just 
that much better off. Philanthropists would 
do well to consult medical experts on design 
and equipment, whether the donor or someone 
else is to pay for them or part of them. 

‘‘Plenty of our Detroit patients balk at the 
idea of being made ‘paupers’ in connection 
with their medical treatment and surround- 
ings. The only respect in which they are will- 
ing to be paupers is that they decline to pay 
for what they get. The surroundings are 
oftener than not so far ahead of the homes from 
which some of the impostors come that it is 
little wonder that they prefer the hospital to 
the home. The percentage of bath-tubs, though 
almost always unused, is considerably higher 
in the hospital. Honestly, patients on char- 
ity want better conditions than I would dare 
to ask for members of my own family. A Rolls- 
Royce type of treatment is insisted upon by 
men who could only afford a bicycle if they 
had to pay for it themselves. 
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‘Maternity cases, one would think, might 
eome under a different category. Not at all. 
They form one of the most aggravated forms 
of abuse of philanthropy. One woman on rec- 
ord holds the trophy with 23 births and the 
end is not yet. Her outspoken philosophy is: 
‘Someone’s got to take care of it; I can’t.’ 
Maternity treatments are free to the irrespon- 
sible or the vicious mother—but how about the 
taxpayer? Less easy money, in the form of 
free care, might help reduce the birth rate of 
undesirables. This is not a hard-boiled state- 
ment, it is nothing but the application of com- 
mon sense to a condition that has already 
reached the point of intoleration.’’ 

“As at present constituted, the existence of 
free medical treatment strikes at the very 
foundations of the nation. It is not alone that 
the money of the taxpaying citizen is being 
wantonly wasted. That is bad enough, in all 
conscience. But deeper and more perilous is 
the fact that it heads the people of the United 
States to a general condition of pauperism in 
their attitude to life. The free medical dole is 
only the beginning. It leads inevitably to the 
general and all-embracing dole, in which the 
self-respect withers and the sense of shame dis- 
appears. 

“From a familiar experience with conditions 
as they exist, it ean only be said that the pres- 
ent system of free medical treatment and at- 
tendanee constitutes a menace, the seriousness 
of which it would be difficult, if not impossible, 
to over-estimate. ’’ 

What applies to Detroit applies to every 
community in the land. The parasites, thanks 
to misguided philanthropy, spend more of the 
taxpayers’ monies than the taxpayers spend 
on themselves. Unless this tendency is stopped 
the certain revolt will be chaotic and uncheck- 
able, 

Doctor, don’t lend your help to ‘‘Free Med- 
icine’’ as communism’s flagbearer. 





NO TWO COUNTRIES USE THE SAME 
YARDSTICK IN MEASURING MA- 
TERNAL MORTALITY STATISTICS. 


Maternal mortality is a never ending point 
of argument and probably will hold interest so 
long as human beings are born and die. 

It is unfair though for proponents of state 
medicine to keep harping on the premise that 
sas false as it is frequent that the United 
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States is afflicted with the highest maternal 
mortality figures in the world. This is not true. 
In the first place there is no common denomi- 
nator or basic formula of statistics that en- 
ables a proper comparison of maternal mor- 
tality statistics between any two countries in 
the world. Until some clearing house for sta- 
tistical rules is evolved the matter stands to 
be as vexatiously problematical as ‘‘How old 
is Ann?’’ or ‘‘Which comes first, the chicken 
or the egg?”’ 

Sane statisticians realize this, let the social- 
ists rave as they may. 

In his International Studies on the Relation 
Between the Private and Official Practice of 
Medicine, Sir Arthur Newsholme points out 
that international comparisons are not depend- 
able because of the great variation that exists 
in different countries. ‘‘In developing such 
statistics it is possible to discover considerable 
differences in puerperal death rates which do 
not correspond with real differences. The 
practices in England and Scotland do not dif- 
fer markedly, but those in the Netherlands and 
in the United States differ greatly from those 
in England and Scotland. The international 
position is somewhat chaotic and it is doubtful 
whether the chaos could be removed by the 
adoption of a rigid and detailed international 
system of rules, since so much is depending on 
the personal bias of the statistician responsible 
for relegating a dubious certificate embodying 
more than one item to its right compartment.’’ 

Dr. Robert J. Lowrie indicates ‘‘the serious 
character of the difficulty of properly evalua- 
ting death certificates involving puerperal mor- 
tality in this country. Not every death cer- 
tificate on which there is mention of pregnancy 
or childbirth can count as a maternal death, 
because pregnancy and childbirth are fre- 
quently complicated by cardiac disease, hyper- 
thyroidism, tuberculosis, syphilis and similar 
complications. Reports of cases are available 
in which a fever appearing post partum was 
associated with the appearance of congestion 
of the lungs in a patient with a long history 
of tuberculosis. The question as to whether 
the fever was due to puerperal sepsis, pneu- 
monia or recurrent manifestations of tuber- 
culosis involved a decision too delicate to be 
shown adequately on the death certificate. 

‘‘Our present method of determining ma- 
ternal mortality rates is quite inaccurate and I 








112 


beg to offer a new system which is of interest. 

‘In this the analysis of the technic involved 
is a matter for biometricians. Impossibility 
of accurate comparisons between maternal mor- 
tality rates in various countries, in individual 
communities in the same country, in hospitals 
and in general practice is evident. Proper pre- 
natal eare and adequate obstetric care will 
lower greatly the mortality and morbidity rates 
in any group.’’ 

For the time being at least it would seem 
better to devote ourselves to results rather than 
to statisties. 





THE EFFECT THE NEW SALES TAX 
LAW WILL HAVE UPON PHYSI- 
CIANS. 

A large number of inquiries have been di- 
rected to THE JOURNAL office as to what effect, 
if any, the new retailers ‘‘Oceupation Tax,’’ 
more familiarly known as the ‘‘Sales Tax,’ 
will have upon physicians. 

We are in receipt of the rules and regulations 
issued by the Department of Finance of the 
State of Illinois. Special Rule 19 would make 
it appear that physicians prescribing their own 
drugs would be subject to making a return un- 
der the retailers occupation tax act. 


We quote Special Rule No. 19 in full: 
SPECIAL RULE NO. 19 
PROFESSIONS, INCLUDING OPTICIANS AND OPTOME- 
TRISTS, PuHysiciIANs, DENTISTS, ARCHITECTS, 
ARTISTS AND VETERINARIANS 


? 


Persons engaged in the professions of and known as 
opticians and optometrists, physicians, dentists, archi- 
tects, artists and veterinarians are included in the pro- 
vision of Article 6 of the General Rules and Regulations 
issued by this Department. They render service. Sales 
to such persons of such tangible personal property as 
they may use or consume incidentally to the rendering 
of such services are “sales at retail,” within the mean- 
ing of the Act. 

Where members of these professions enumerated 
above, sell tangible personal property to purchaser for 
use, they come within the Act as to such sales. 

CONVALESCENT POLIOMYELITIS 
SERUM IS AVAILABLE 

The State Director of Public Health calls 
attention of the medical profession to the fact 
that convalescent serum for treating pre-par- 
alytiec cases of poliomyelitis is available upon 
request of physicians from the State Depart- 
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ment of Public Health. Due to the fact that it 
is difficult to obtain this serum in quantity 
physicians are requested to ask for serum only 
for immediate use. The available supply is too 
limited to undertake to provide physicians with 
serum for anticipated requirements. 

While the value of convalescent serum has 
been questioned lately by physicians whose 
opinions are worthy of respect, all of the ex- 
perience in this State has been favorable and it 
appears to be the general practice among the 
more progressive physicians and health officers 
to use the serum in indicated cases. 

Arrangements have been made to receive and 
give prompt attention to requests for serum at 
any hour of the day or night throughout the 
poliomyelitis season. 

Recently the prevalence of the disease has 
manifested a strong upward tendency. While as 
yet there are no indications of outbreaks of 
large magnitude it is highly probable that the 
next six or eight weeks will bring a substantial 
number of eases that may affect 100 or more 
persons. 





ADVERTISING SOLICITORS WANTED 

The Intinois MepicaL JOURNAL desires in 
Chicago and in each of the principal cities in 
the United States solicitors, preferably persons 
with medical advertising experience. No guar- 
anteed salary. Compensation solely on commis- 
sion basis. 

ILLINOIS MEDICAL JOURNAL 
185 N. Wabash Avenue, Chicago, Illinois 


FREE EXAMINATIONS FOR TUBERCU- 
LOSIS AT STATE FAIR 

The Sangamon County Medical Society and 
the State Department of Public Health have 
arranged to make free tuberculin tests and X- 
ray examinations on a limited number of chil- 
dren at the Illinois State Fair, August 19-26. 
This project is undertaken as a demonstration 
in the use and value of the Mantoux skin test 
and the X-ray in the early diagnosis of tuber- 
culosis. 

Children between 5 and 16 years old, whose 
parents or guardians so request, will be ac- 
cepted for the test and the examination. Chil- 
ren brought to the fair for the test will be pro- 
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yided with admission tickets to the fair grounds 
and asked to return two days later for a reading 
of the test. It is the plan to immediately take 
X-ray pictures of those with positive tests. It 
it to be emphasized particularly that a positive 
test does not necessarily mean active tubercu- 
losis. 

Physicians of the State are invited to send 
to the fair any of their patients whom they 
wish tested and examined. 





EVERY ONE IS PRESCRIBING 
A. E. H., in the Journal Lancet, July 15, 
makes the following timely comment : 


Physicians themselves are to blame in a cer- 
tain measure for the innumerable persons 
practicing medicine. 

Technicians of various kinds, nurses, drug- 
gists, barbers, beauticians, athletic directors 
and shoe clerks are practicing medicine. At 
social funetions, every day, advice is given and 
prescriptions are passed around by lay persons, 
even in the presence of members of the profes- 
sion—everyone is practicing medicine. And 
how they delight in telling about it! 

Large and successful industrial corporations, 
banks, institutions of learning and public util- 
ity companies have organized ‘‘health services”’ 
and ‘‘welfare departments’’ wherein employees 
and students receive actual medical care at any 
time they apply whether a physician is present 
or not. In some eases its humble beginning is a 
“rest room’’ presided over by a pay-toilet-quali- 
fieation attendant who earries aromatic spirits 
of ammonia, aspirin, sal hepatica, unguentine, 
iodine and bandages as an interesting and ever 
increasing sideline. ‘Then along comes a ease of 
asphyxiation and contact is made with the re- 
suscitation squad of the fire department and so 
on and on without interference. 

Physicians are to blame for their attitude of 
tolerance. Proper allowance should be made 
for emergencies, but surely much of this is 
neither necessary nor right and the question 
properly arises if and to what extent the pro- 
fession should tolerate this condition. Moving 
Picture operators are not imposed upon in like 
manner. A profession committed to free serv- 
lees for those who cammot pay should first of all 
be able to distinguish between charity and 
Imposition. 


EDITORIALS 


Correspondence 


HAVE YOU INSTRUMENTS OR OTHER 
ARTICLES THAT HAVE A MEDICAL 
HISTORICAL BACKGROUND? 

July 25, 1933. 

To the Editor: The enclosed letter was re- 
ceived from a prominent citizen in Petersburg, 
Illinois, and it seems to me that it would be a 
fine thing to publish it in the Journal, asking 
that any physicians who have any instruments 
or other contributions that have a historical 
background, who would be willing to loan them 
to the Allen cottage at New Salem, to get in 
communication with either Mr. Frackelton, at 
Petersburg, or myself. 

It may be of interest to know that the State 
of Illinois is going to considerable expense in 
rehabilitating New Salem so that it will be as 
nearly as possible the same as when Abraham 
Lincoln lived there. Thousands of tourists a 
year visit this interesting place, and I am quite 
sure that the medical profession of the State 
will aid in any way they can to make it an ad- 
ditional point of attraction. 

Yours very truly 
J. R. Neat, M.D., 
Chairman Legislative Committee. 


The following is the letter sent to Dr. Neal: 
July 18, 1933. 
Dr. John R. Neal, 
President of the Illinois State Medical Society, 
Springfield, Illinois. 
Dear Doctor: 

Among the cottages to be furnished in the 
restored village of New Salem are those which 
were occupied by Doctors John Allen and 
Reignier. Doctor Allen married a sister of Dr. 
Charles Chandler, who laid out the village of 
Chandlerville and after whom it was named. 

The Allen cottage at New Salem was among 
the more pretentious in that small community 
and consisted of three log rooms with a large 
fireplace. There was a small bedroom, a living 
room and a room Dr. Allen used for his office. 
These rooms are to be furnished with appropri- 
ate things such as were in use one hundred 
years ago, and suitable things are being sought 
wherever they can be found. Any contribution 
will have its history and the name of the donor 
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attached to the gift and will be kept under lock 
and key and shown to visitors only when ac- 
companied by an authorized guide. Any family 
heirlooms of that period will thus be kept 
with more care than possibly they have now. 
They will preserve the name of the donor and 
the history of the gift, at the same time helping 
this and succeeding generations to visualize the 
home surroundings of Abraham Lincoln and 
his neighbors at New Salem. 

It has been suggested that among the doctors 
of Illinois, there may be found instruments, 
books, medicine containers, office fixtures and 
furniture dating back to that time, with which 
they would like to help furnish an office for- 
merly occupied by an honored and successful 
man of their own profession, whose influence 
upon young Lincoln is said to have been very 
helpful. 

A grandson of Dr. Charles Chandler, C. C. 
Frackelton of Petersburg, Illinois, is Chairman 
of a Committee having in charge the furnish- 
ing of the Dr. Allen cottage and would be glad 
to correspond with anyone wishing to donate 
any suitable article for this purpose. 

I am writing this letter to you at the sug- 
gestion of Dr. Elmer E. Hagler, with whom I 
had some conversation and who thought the 
appeal would meet with a ready response from 
the members of your association. 


Yours truly, 
C. C. FRACKELTON. 





THE CURABILITY OF DERMATITIS 
REPENS 


Chicago, Ill., July 5, 1933. 


To the Editor: In the IuuiNors MeEpicau 
JouRNAL of July, 1933, on Page 59 a doctor 
in referring to my paper on ‘‘ Dermatitis 
Repens’’ (Ill. Med. Journal, May, 1933) states 
that he ‘‘cures this trouble in one sitting.’’ His 
treatment consists in snipping off the raised 
epidermis with sharp curved scissors and in 
applying a wet boric acid dressing for 48 hours 
over the denuded area, and this in most cases 
cures the whole thing. 

It seems to me that the doctor has a wrong 
conception of the pathology and clinical course 
of dermatitis repens. A review of the Litera- 














August, 1933 





ture on the subject will convince him that his 
treatment has been tried and failed and even 
amputations of the toes or fingers failed to stop 
the eruption. In fact a number of dermatol- 
ogists are of the opinion that dermatitis repens 
is never cured. 

I was reluctant to call even my case derma- 
titis repens, but since the affection was of six 
years duration, and had persisted in spite of 
all forms of therapy including snipping of the 
loose epidermis at the edges and boric acid 
fomentations, and since a number of competent 
dermatologists agreed with my diagnosis I was 
emboldened to report my case. 

What the doctor calls dermatitis repens is 
undoubtedly a ringworm infection or some 
other superficial bacterial vesicopustular infec- 
tion. A more careful rereading of the litera- 
ture especially the excellent paper by Barber 
and Eyre (Brit. Journ. Derm. 39 :485, 1927) 
will convince the doctor that what he calls 
dermatitis repens is some other condition, and 
that he probably was fortunate enough not to 
have come across in his practice a true ease of 


dermatitis repens. 
8. J. Zaxon, M.D., 
185 N. Wabash. 





THOSE WHO HAVE CONTRIBUTED TO 
THE SUPPORT OF HOSPITALS ARE 
APPRECIATING MORE THAN THEY 

HAVE IN THE PAST THE VERY 
SERIOUS ECONOMIC PLIGHT IN 
WHICH OUR HOSPITALS FIND 
THEMSELVES 


AMERICAN HOSPITAL ASSOCIATION 
CHICAGO, ILL. 


July 12, 1933. 


To the Editor: I want to particularly ex- 
press my appreciation, and in this I speak fora 
very large portion of the hospital field, of your 
editorial in the July issue of the Intino1s Mzp- 
ICAL JOURNAL, on hospitals. As a matter of 
fact not only hospital people but those who have 
contributed to the support of hospitals are ap- 
preciating more than they have in the past the 
very serious economic plight in which our hos- 
pitals find themselves. The interests of our hos- 
pitals and of the medical profession closely par- 
allel each other and it is both stimulating and 
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encouraging to know the attitude of the best 
minds of the medical profession toward the hos- 
pitals. 

The American Hospital Association has taken 
and held a very steadfast position in its efforts 
to maintain our institutions upon a very high 
plane of professional efficiency and ethical con- 
cepts. Perhaps more than the medical profes- 
sion, our hospitals have to battle against the 
intrusion of those practices into our hospitals 
which both our institutions and the medical 
profession condemn. They have to fight con- 
stantly the evils that attend commercialized 
free clinics and even the attitude of some of our 
recognized medical schools and hospitals, par- 
ticularly in the vicinity of Chicago, that con- 
tinue policies as inimical to good hospital care 
as they are to good medical performance. 


There seems to be little doubt but that as a 
whole the country is over-hospitalized, and with 
200,000 hospital beds constantly vacant, 145,000 
of which are in our voluntary hospitals, we are 
now witnessing the insistent demands of hun- 
dreds of communities for funds, through the 
N. I. R. A., to help in the construction of new 
hospitals to be tax-built and tax-supported, to 


provide free care, both hospital and medical, 
for a larger number of people, many of whom 
could provide, if they were provident, sufficient 
funds to pay at least the cost of their medical 
service to the physician and their hospital care 
to the institution. 


If permitted to run unopposed these requests, 
if granted, will produce a situation similar to 
and perhaps more critical in its dissipation of 
public funds unwisely and unnecessarily than 
the unlimited building of government hospitals 
for the care of the veterans, until it was brought 
to a halt. 


The American Hospital Association has sent 
the attached telegram to President Roosevelt, 
Miss Perkins, Secretary of Labor; Mr. Ickes, 
Secretary of the Interior ; Hon. William Green, 
president of the American Federation of Labor ; 
Hon. Louis Douglas, Director of the Budget; 
Gen. Hugh S. Johnson, administrator of the 
Federal Emergency Act; Col. Donald H. Saw- 
yer, and Admiral Richard Byrd, chairman of 
the National Economy League. For the past 
two days we have had a committee in Wash- 
ington composed of Drs. F. A. Washburn, N. 
W. Faxon, A. J. Lomas, 8. 8. Goldwater, Hon. 
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R. P. Borden, and Fathers Griffin and Schwi- 
talla, presenting our arguments in opposition 
to the wholesale distribution of funds for the 
erection of new hospital facilities. 

Again permit me to thank you for your fine 
editorial in the July issue of THE JOURNAL. 


Bert W. CALDWELL, M.D., 
ixecutive Secretary. 


COPY OF TELEGRAM 


The American Hospital Association, representing 
through its institutional and personal membership vol- 
untary and tax-supported hospitals with 600,000 beds, 
regards the efforts that are being made to obtain large 
Federal grants to support extensive programs for the 
construction of municipal and county hospitals as a 
serious threat to the future of the voluntary hospital 
system. 

There are at present 65,000 vacant beds in govern- 
ment owned hospitals and 145,000 vacant beds in our 
voluntary hospitals. These vacant beds are sufficient 
to take care of the peak load of patients to be hospital- 
ized if the load were evenly distributed. 

The construction of new hospitals and their opera- 
tion, would create a new and permanent tax burden 
upon communities already provided with ample hospital 
facilities. The permanent addition of this load to local 
tax requirements is unwarranted and unwise. 

If the many thousands of patients normally employed 
at modest wages and normally cared for in voluntary 
hospitals are to be provided for in new buildings erected 
by tax-supported hospitals, assisted by Federal grants, 
these patients will probably remain charity patients 
permanently even when remuneratively employed. 

The wise course for the Federal Government in the 
present emergency is to restore the old balance be- 
tween voluntary and public hospitals, and instead of 
creating new tax burdens upon communities by pro- 
viding Federal grants, for new hospital constructions, 
to utilize the 210,000 vacant hospital beds by placing 
emergency funds at the disposal of both voluntary and 
tax-supported hospitals, to defray all or a part of the 
unusual demands for free care of the indigent and un- 
employed sick, which demands are of a temporary na- 
ture. 

The great mass of intelligent workers does not want 
to be forced to accept permanent classification as indi- 
gent sick, and to be cared for at the public expense 
as paupers. 

The American Hospital Association urges Federal 
authorities, States, Counties, and Cities, medical asso- 
ciations, and organized labor to adopt this principle and 
to discourage additions to public hospitals which will 
not be permanently utilized or required unless many 
existing voluntary hospitals are eventually abandoned. 

Night letter July 12 to: 

President Franklin D. Roosevelt 

Hon. Wm. Green, President, American Federation 
of Labor 

Miss Frances Perkins, Secretary of Labor 

Hon. Harold L. Ickes, Secretary of Interior 
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Gen. Hugh S. Johnson, Administrator Federal 
Emergency Act 

Hon. Louis W. Douglas, Director of Budget 

Col. Donald H. Sawyer, Department of Interior 

Admiral Richard Byrd, Chairman National Econ- 


omy League 
WHY MANY HOSPITALS ARE ONLY 
PARTLY OCCUPIED AND ARE FINAN- 
CIALLY BROKE OR NEAR BROKE 
HAS NOT BEEN EMPHASIZED 
Chicago, Ll., July 12, 1933. 
lo the Editor: 
you upon the several special ‘‘editorials’’ in the 
July number of the ILLINOIS MEDICAL JouR- 


Permit me to congratulate 


NAL, particularly the one dealing with the seri- 
ousness of the situation confronting hospitals. 

Each issue of THE JOURNAL carries valuable 
and pointed articles from your pen, but it seems 
to me that the recent July number has con- 
tributions of greater than usual timeliness and 
importance. We members, indeed, are indebted 
to your unselfish and vigorous fighting of our 
social, ethical and economie battles. Doubtless 
many physicians do write you, but my added 
words will do no harm. 

It appears to me that one phase of why many 
hospitals are running about thirty per cent oc- 
cupied and, financially, are ‘‘broke’’ or ‘‘near- 
broke’’ has not been emphasized. 

With very few exceptions, our hospitals in 
Chieago and throughout the state are so char- 
tered that they may not refuse the admittance 
of any non-contagious: patient, sent in by any 
reputable, licensed practitioner of medicine. 

In theory this is proper but in practice it 
does not work. In Chieago, the majority of 
hospitals have ‘‘staffs,’’ organized more or less 
for efficient intra-mural work, but very effi- 
ciently organized to ‘‘protect their lairs.’’ So, 
even though these hospitals may be occupied 
but thirty (or less) per cent by paying patients, 
through the influence of the ‘‘staffs,’’ time after 
time and day after day, the business offices turn 
away patients proffered by men of repute and 
ability. 

Patients, not rarely, suggest to their physi- 
cians that they would like them to treat them 
in such-and-sueh institutions, yet, if their phy- 
sicians be not on the ‘‘select list’’ of those hos- 
pitals, the patients must be urged to go else- 
where or, if they persist in their desires to go 
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to the hospitals of their choices, then their own 
physicians may not have them admitted or 
treat them there. The same patients readily 
are admitted to the hospitals in question if the 
patients’ regular physicians transfer them to 
the so-called ‘‘staff’’ physicians! 

Such attitudes of hospitals and their ‘‘staffs’’ 
rob hospitals of patients, foster hospital staff 
chauvinism and, besides being illegal, unfair, 
unethical and unsportsmanlike to reputable 
physicians, not uncommonly injure the reputa- 
tions of those physicians: patients are apt to 
draw conclusions that if their own, regular 
medical attendants may not treat them in the 
hospitals which they, themselves, select, then 
their physicians are below standard. And yet, 
in those same hospitals may be practicing men 
who have been assistants or pupils of the physi- 
cians discriminated against or men who have 
very little background, socially, professionally 
or ethically. 

One day a ‘‘test case’’ of this discriminating 
practice of hospital ‘‘staffs’’—it’s not the busi- 
ness office which is to blame—will arise and 
when it does, there will be a real rumpus in the 
hospital situation in Chieago. 

FRANK Smirtuigs, M.D. 





AESCULAPIAN SYMBOL OBSOLETE 
Inglewood, Calif., July 1, 1933. 

To the Editor: The Symbol of Aesculapias, 
the so-called insignia of the medical profession, 
dates back in its origin to the ‘‘ Age of Fables.” 
Mythology claims it as one of the emanations 
of the fertile imaginations of the fictionists of 
ancient pagan Greece. 

It is related in these ancient fables that one 
Aeseulapias, the god of medicine, carried a staff 
or rod around which was entwined a serpent, 
hence the ‘‘insignia’’ of the medical profession. 
It is also related that Hermes (Mercury) who 
was a brother of Apollo (the father of the great, 
mythieal physician, Aesculapias) and who was 
the messenger of the gods, also carried a rod 
around which was entwined two serpents. This 
‘Wand of Mereury”’ or ‘‘Caduceus”’ as it was 
called, is sometimes erroneously used as the in- 
signia of the medical profession. 

Just what relation the ‘‘Symbol of Aescu- 
lapias’’ and ‘‘The Wand of Mercury’’ bear to 
each other, or just what the significance of the 
rod and the serpent was, is not within the prov- 
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ince of this article to attempt to explain. Suf- 
fice it to say that if the Aesculapian symbol 
ever did in any way symbolize the ideas and 
ideals of the medical profession, then, that day 
has long since passed. 


Exactly what there is about a loathsome rep- 
tile, with its body coiled ready to spring and its 
poisonous fangs bared ready to strike, that is in 
the least symbolic of modern scientific medicine, 
utterly beggars the most acute imagination. 
Indeed, if it is not the very antithesis of every 
idea and ideal associated with modern scientific 
medicine—then—well, then, things ‘‘Ain’t 
what they seem’’ and it is perfectly allowable 
to teach the ‘‘Risin’ generation’’ that ‘‘There 
ain’t no sech thing as evolution.’’ As well sym- 
bolize the American Red Cross by a scorpion, 
or represent, symbolically, the Christian re- 
ligion by a poreupine. 

The economic stupidity of the medical pro- 
fession, its unmurmuring willingness to bear 
the burdens of humanity, and its stubborn re- 
sistance to clearly indicated changes might well 
be symbolized by a donkey. ‘Too, its lack of 
ability and willingness to organize and fight 
for its legal, social, and economic rights, could 
be aptly represented by the bobbing cotton- 
tails of a bevy of rapidly departing frightened 
rabbits, but to attribute any of the qualities or 
qualifications of modern scientific medicine to a 
slimy, poisonous snake, with its clammy, repul- 
sive body entwined about a meaningless stick, 
is too utterly and absolutely ridiculous for 
words to express. 

The fact that many physicians do not even 
know the name of this so-called insignia; the 
fact that few physicians have any knowledge 
of or care anything about the origin or signifi- 
cance of this emblem; the fact that it is a rare 
thing, indeed, for a member of our profession 
to use it on his literature or his name-plate ; 
and the fact that ‘‘Trade Journals’’ only use it 
to identify them with the medical profession, 
is ample proof that it is not a true or desirable 
emblem to symbolize modern scientific medi- 
cine. 

Modern scientific medicine has reached that 
place in its development when if it is to attain 
to that usefulness of which it is capable—two 
things must happen. First—It must consoli- 
date and become that fraternity, in reality, 
which it is now commonly supposed to be but 
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which it is not, and—Second—It must be iden- 
tified in the minds of the laity as a separate, 
distinct entity in contradistinction to those 
hangers-on of the healing art variously known 
as quacks, irregulars and pseudo-practitioners. 

These two objects can be attained if the med- 
ical profession will adopt a suitable insignia, 
sign or emblem that is truly symbolic of its sci- 
entific ability, its high ideals and its noble eall- 
ing. Every physician would then exhibit it 
on his ear, on his literature, and on his name- 
plate; every medical magazine would feature it 
on its front page as a matter of course; and 
every layman would soon know—for the first 
time—whether he was calling on or calling up 
a doctor of scientific medicine or an ordinary 
quack, 

This represents the greatest and most impor- 
tant forward step that modern scientific medi- 
cine could possibly take at this time. 

To this end, therefore, I propose and urge 
that a liberal monetary prize be awarded for a 
suitable emblem that most accurately symbol- 
izes modern scientific medicine. The expense 
in this connection could, most likely, be taken 
care of by philanthropy, but a small per capita 
tax on the members of the medical profession 
would seem more in keeping with the spirit that 
would be manifest in a movement of this kind. 
The officers of the American Medical Associa- 
tion could sponsor it and a committee that they 
would appoint could act as the final judge in 
the contest. 

The psychology of an emblem to symbolize 
the ideas, ideals and activities of a fraternity, 
society or organization is well founded. Nearly 
every group in our country, from the most in- 
significant to the most powerful, has its sign 
or insignia which its members are proud to 
display and which serves to consolidate and 
identify its membership, but the great, modern, 
humanitarian, scientific, medical fraternity has 
none. We are a fraternity without a symbol; 
an army without a banner; a nation without a 
flag. E. H. Crane, M.D. 





“My dear,” called a wife to her husband in the next 
room, “what are you opening that can with?” 

“Why,” he said, “with a can-opener. What do you 
think I was doing with it?” 

“Well,” replied his wife, “I thought from your re- 
marks that you were opening it with a prayer.” 





118 ILLINOIS MEDICAL JOURNAL 


CHANGE OF NAME OF THE MEDICAL 
WOMAN’S JOURNAL 
June 28, 1933. 

With the June issue The Medical Woman’s 
Journal became ‘‘ The Medical and Professional 
Woman’s Journal.’’ The scope of its activities 
has been broadened to include the work of sci- 
entific women in allied fields. This step was 
taken after due deliberation and in accordance 
with the avowed aims of this publication, over 
a period of forty years. , 

During four decades the Journal has re- 
corded the work of medical women throughout 
the world and from now on will endeavor to 
present the outstanding achievements, not only 
of women physicians but dietitians, dentists 
and women engaged in public health, all work- 
ing towards the common end of health, happi- 
ness and welfare of women and children in 
these fields in which women are so well fitted to 
make noteworthy contributions. 

With the June issue the Journal has been 
enlarged to 64 pages and cover, with a new 
design for same, a new dress of type, new de- 
partment heads, and a most attractive make-up. 
The management points with pride to expan- 
sion at a time when many publications are 
struggling for existence ; this expansion has been 
possible because of the loyal and continued 
support of medical women. The Journal has in 
the past been the only scientific monthly pub- 
lication issued in the interests of women physi- 
cians throughout the world, so this enlarged 
publication will be, so far as the management 
knows, the only magazine reaching all these 
professional women under one cover. 





INTO THE DISCARD 


On the final day of its Session the Fifty- 
Kighth General Assembly swept inte the legis- 
lative discard among others, the following bills: 

SB 457—Osteopathic Practice Act 

SB 458—Establishing a separate Osteopathic 

Examining Board 
SB 542—Establishing a separate Examining 
Board for Naturopaths 

SB 543—Naturopathie Practice Act’ 

SB 566—Providing for a Special Examining 
Board for Physiotherapy Practitioners 
SB 567—Providing for the Licensing of 

Physiotherapy Practitioners 
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HB 784—Chiropractic Practice Act 

HB 785—Providing for a Special Examining 
Board for Chiropractors 

HB 842—Osteopathie Practice Act 

HB 843—KEstablishing Separate Examining 
Board 

The Legislative Committee takes this oppor- 
tunity to congratulate the members of the Chi- 
cago Medical Society and the Illinois State 
Medical Society on this result. 

The Committee also thanks the members for 
their enthusiastic support in response to the 
frequent calls for concerted action. 

‘Tf it can be done in legislation, it can be 
done in economic protection.’’ 

Tuomas P. Fouey, Chairman, 
Legislative Committee. 
C.M.S.B. 7-22-33 





MEDICO-MILITARY COURSE FOR MEDI- 
CAL DEPARTMENT RESERVE OFFICERS 


The medico-military course of inactive duty 
training for Medical Department Reserve of- 
ficers, which has been held at the Mayo clinic 
during the past four years, will again be held 
this year from October 1 to 14, both dates in- 
elusive. This inactive duty training will follow 
the plan so well worked out under the auspices 
of Colonel George A. Skinner and the military 
features will be under his personal supervision. 

This type of military medical training is now 
well established and has proved its worth dur- 
ing the past four years. The course offers valu- 
able and interesting training for the Medical 
Department officers of all the components of 
our national defense. The staff and faculty of 
the Mayo Clinie have again placed their un- 
excelled facilities at the service of their govern- 
ment in the interest of preparedness, and have 
extended an invitation to all the services to 
participate. 

This short course is equally applicable to 
general practitioners and specialists. The morn- 
ing hours are devoted to purely professional 
subjects selected by the student officers. The 
afternoon hours pertain solely to medico-mili- 
tary subjects and the evening hours are covered 
in a lyceum course of general interest. 

Application for this course of inactive duty 
training should be made to the Corps Area Sur- 
geon, Seventh Corps Area, Omaha, Nebraska. 
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Applications should state the character of the 
work the candidate desires to follow in the 


morning hours. All student officers are ex- 
pected to attend and participate in the after- 
noon and evening sessions. Each applicant 
should fully understand that the invitation to 
accept this course of study without charge is 
extended by the Mayo Clinic; that the project 
is without expense to the Government; and 
that one hundred hours’ eredit will be given 
those who take and complete the course. While 
it is desirable to attend the entire course, those 
whose time will not permit this may join or 
leave at any time and will receive credit for the 
hours spent in training. Uniforms are op- 
tional. 


SUGGESTED TOPICS FOR TALKS TO BE 
GIVEN BY MEMBERS OF THE ILLINOIS 
STATE MEDICAL SOCIETY BEFORE 
LAY GROUPS—1933-34 


MEN’S CLUBS: 


1. Checking Up Your Body’s Assets—“The impor- 
tance of periodic physical examination.” 

2. The Business Man and his Stomach 

3. Health Problems in Illinois 

4. Some Health Problems Of The Middle Years—“A 
discussion of the diseases that endanger middle life, as 
well as of the general health habits to be followed at 
this time in regard to food, exercise, recreation, rest, 
etc.” 

5. How To Be a Great Grandfather 

6. Animal Experimentation in Relation to Human 
Welfare 

7. What Everyone Should Know About Cancer 

8. Mind Health 

9. Why Die So Young 

10. Health and the Depression 

ll. The X-Ray, Searchlight of Medicine 

12. Your Heart 

13. Science and Superstition . 

14. Why Men Break Down between Forty and 
Fifty-five 

15. Your Blood Pressure and Your Business 

16. Venereal Infections 

17. Prostatic Problems 


WOMEN’S CLUBS AND PARENT TEACHER 
ASSOCIATIONS 


1. Health Problems in Illinois 

2. The Hopeful Side of the Cancer Problem—“A 
discussion of the nature of cancer and an account of the 
latest knowledge on the subject.” 

3. Keeping Fit for Club Work 
4. Sound Body—Sane Mind—“A discussion of the 
intimate relation between muscle and nerve and the 
necessity for recreational and diversional activities and 
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interests as a counteractant to the intensity of modern 
life.” 

5. Growing Old Gracefully—‘As women reach 
middle age, sundry health problems confront them. 
Cancer, high blood pressure, nephritis, and heart disease 
need to be guarded against, and the less serious con- 
ditions such as excessive weight and the nervous adjust- 
ments necessary at this time, should receive attention.” 

6. Before the Baby Comes 

7. Children and the Movies 

8. Child Behavior Problems 

9. The Relation of Health to School Work 

10. Keeping Children’s Diseases Away from your 
Children—“A discussion for mothers on how to keep 
their children well, including food, sleep, clothing, fresh 
air, Cleanliness, etc.” 

11. The Difficult Problem of Growing Up—‘Prepar- 
ing the child for adolescence.” 

12. Health and Personality 

13. How Medical Science Protects the Child 

14. Men and Microbes 

15. Health and The Depression—‘Nutrition and 
Malnutrition.” 

Leisure Time or Recreation and Health 
The Parent and Child Relationship 
The Problem of the Crippled and Handicapped 


X-Ray, The Searchlight of Medicine 
Relation of Delinquency and Crime to Education 
Child Guidance and Mental Hygiene 
Contagious Diseases and Quarantine 


HIGH SCHOOL ASSEMBLIES 


The Story of X-Ray and Radium (Illustrated) 
Health and Happiness 
Heroes of Medicine 
The Animals’ Gift to Mankind 
The Choice of a Career 
Control Yourself 
Ignorance, Accidents and Health 
Mental and Physical Preparations for a Career 
What Are Bacteria? 
10. Temperance—“Not from the standpoint of alco- 
hol or tobacco, but excess in any line as a health menace” 
Request Speakers through the office of the Educa- 
tional Committee, Illinois State Medical Society, 185 
N. Wabash Avenue, Chicago, Ill. Telephone State 4415. 


PRN Anson e 


PACKAGE LIBRARIES 


Libraries on the following subjects are available in 


the office of the Educational Committee, Illinois State 


Medical Society, 185 N. Wabash Avenue, Chicago. 
Adolescence—Y outh—Leisure Time 
The Adolescent 
Alcohol and Health 
Animal Experimentation 
The Baby 
Behavior and Health 
Birth Control 
Blindness 
The Blood 
The Business Man and His Stomach 
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Cancer, Problem of 
Crippled Children 
Children, Feeding of 


Helping Your Child to be a Good Patient 


Children and the Movies 

Child of the Pre-School Age 
Child in School 

Child Welfare 

Child Play and Health 
Community Health 

Clinics 

Conquest of Children’s Diseases 
Costs of Medical Care 
Diseases of the Chest 
Diphtheria 

Exercise and Health Education 
Eyes of the School Child 
Fair—Fat and Forty 

Fat and Thin 

First Aid and Home Nursing 
Friction in the Family 

Focal Infections 

Foods 

Food in Relation to Health 
Glands and Personality, The Romance of 
Goiter 

Growing Old Gracefully 

Habit Formation 

Health of the Adult 

Health and Beauty 

Health and Charm 

Health and the Depression 
Health Habits 

Health—High School Students 
Health Talk to High School Students 
Health as Related to the School 
School Training in Health 
Heart Disease 

Heroes of Medicine 

How Are You? 

Infant and Maternal Mortality 
Infantile Paralysis 
Immunization 

Making the most of Vacations 
Malaria 

Malnutrition 

Medical Economics 

Medical Education 


Medical Ethics and How to Choose a Doctor 


Medical Fees 

Medical Organization 
Medical Legislation 
Medical Problems 
Medicine and Religion 
Men and Microbes 
Mental Hygiene 
Mental Hygiene—Adults 
Middle Age 

Outwitting Middle Age 
Milk-born Diseases 
Nursery Schools 
Nursing 
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Obedience and Character 
Parent and Child Relationship 
Parents and Children 
Parents, Teachers and the School Child 
Pasteur 
Periodic Health Examination 
Physical Defects 
Physicians in Fields other than the Practice of Medi- 
cine 
Physicians, Income of 
The Physician and Public Health 
Pneumonia 
Postponing Old Age 
Posture 
Pre-Natal Care 
Preventive Medicine 
Public Health 
Public Health Outline for High School Students 
Punishment 
Quackery 
Radio 
Recreation and Health 
Rosenwald Foundation 
Rocky Mountain Spotted Fever 
Rickets 
Rural Health Problems 
Safeguarding our Children 
Safety First 
Sanitation 
Scarlet Fever 
Sex Education—Boys 
Sex Education—Girls 
Sight Saving 
Serums, Vaccines and Antitoxins 
State Medicine 
State Medicine and Sheppard-Towner 
Summer Camps 
Sunlight—Ultraviolet Light 
Surgery 
Teachers’ Institutes 
The Teacher and the Mental Health of the Child 
Teeth 
Tonsils and Adenoids 
Tuberculosis 
Value of Health 
_ Venereal Disease 
Ventilation—Air—Water 
Vital Statistics 
Winter Diseases 
X-Ray, The 





Keeper: “You think you're sane, eh? Well, if we give 
you your liberty will you keep away from liquor and 
women ?” 

Asylum Inmate: “I certainly will!” 

Keeper: “Then you stay in; you're still crazy!” 
—Film Fun. 





The only animal that has its full strength when one 
day old is white mule. 
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REPORT OF RETIRING PRESIDENT OF 
WOMAN'S AUXILIARY TO THE ILLINOIS 
STATE MEDICAL SOCIETY 


Milwaukee, Wisconsin, June 14, 1933. 


As retiring President of the Woman’s Auxiliary to 
the Illinois State Medical Society, I wish to pay tribute 
to our late National President, Mrs. Walter Jackson 
Freeman, whose inspiration, counsel and guidance made it 
possible for me to outline my years work with confidence 
in its consummation. May I also express my admiration 
for her successor, Mrs. James F. Percy, who coura- 
geously accepted the tremendous responsibility of Na- 
tional Auxiliary President, when the year was far 
advanced, without an opportunity for preparation. We 
feel that she has succeeded admirably in fostering estab- 
lished plans, and instituting valuable additional plans. 

Illinois State work is primarily educational, legisla- 
tive, and social although in a few outlying districts 
some philanthropic work is done. Many instances have 
been reported where individual members and County 
Societies have responded to the request from lay or- 
ganizations to furnish speakers for health educational 
programs and for those pertaining to allied medical 
subjects. Under the direction of our Medical Society 
our members aided in the passage of a bill by the State 
Legislature regarding the compulsory use of silver 
nitrate or its equivalent to prevent blindness in new 
born infants. 

This year Illinois Auxiliary has attempted to perfect 
the mechanics of its organization—all policies and 
problems have been referred to our Advisory Com- 
mittee appointed by the President of the State Medical 
Society. 

Our standing committees correspond with those of 
the National Auxiliary and we strive as nearly as 
possible to follow suggestions of the latter body. 

State work has been carried on by an excellent 
Board of 29 women, which includes chairmen of Stand- 
ing Committees. At the first mid-year Board meeting 
held in Chicago on November 18, 1932, 21 members 
answered roll call while 22 reported present at the 
following one held March 18, 1933. With such enthusi- 
asm and cooperation, plus the support of individual 
members throughout the state, I am happy to report 
briefly as follows: 

1. That all County Auxiliaries have Advisory Com- 
mittees appointed by the respective County Medical 
Societies, and that Counties have conformed where 
practicable in forming Standing Committees to corre- 
spond with those of the state. 

2. A paid membership May 15, 1933, of 500 mem- 
bers, an indicated loss of 59 members as reported May 
16, 1932, but we estimate that. 70 or more members 
will pay delinquent dues as soon as all banks open. 
This comprises 13 County Auxiliaries which leaves 
79 County Medical Societies without Auxiliaries. 

3. The establishment of a uniform County fiscal 
year, which is March 1, while that of our state is 
March 15, and the National is, of course, March 31. 

4. The adjustment of County dues so that in the 
future all County Auxiliaries will follow instructions 
of the National Society to pay dues at the end of the 
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County Fiscal year. In order to accomplish this, three 
Counties paid no dues this year because they have been 
paying in advance, which arrangement, of course, cur- 
tailed the income of our State and National Auxiliaries. 

5. The passing of a by-law at our Annual Session 
this spring, which provides that a new County Aux- 
iliary shall pay a fee of $1.00 to State Treasurer to 
receive representation through one Delegate at the 
first Annual Session following its organization, after 
which time it shall pay full per capita dues. 

6. The formation of two new County Auxiliaries, 
Marion and Livingston, with memberships of 15 and 
19 respectively. 

7. The preparation of four programs and_ their 
distribution to County Auxiliaries. We do not use the 
National Study envelopes because so much material 
is available from the Educational Committee of our 
State Medical Society. This Committee is a highly 
organized department with a Chicago office where its 
Executive Secretary, Miss Jean McArthur, contributes 
generously of her time and ability in assisting us. 
Without remuneration our Auxiliaries may secure 
speakers from this Committee on a wide range of 
subjects for our own meetings or for those of lay 
organizations. 

8 That we have secured our quota of Hygeia 
subscriptions, most of which have been given to public 
schools and libraries. Much interest in this project is 
manifested in many communities so this department 
indicates steady growth. Some of our Auxiliaries 
regularly collect members’ copies of Hygeia and place 
them in public reading rooms, 

9. The purchase of 2000 membership record cards 
from the National Auxiliary which were mailed to 
County Auxiliaries and are gradually being filled and 
returned to our Corresponding Secretary. These cards 
will be placed in a steel filing cabinet bought this year 
by the State Auxiliary, which, by courtesy of the 
Educational Committee of the State Medical Society 
is placed in its Chicago office. Here also are filed our 
Archives material. 

10. That 42 Handbooks were bought and mailed 
to members of State Board and to all County Presidents 
with the request that they be passed along to their 
successors. These handbooks were enthusiastically re- 
ceived and I recommended that each Auxiliary worker 
in County or State capacity secure one and study it. 

11. The adoption of a suggested set of By-laws for 
new County Auxiliaries and for preliminary organiza- 
tion work, a copy of which is attached hereto. 

Also the publication of State By-laws in pamphlet 
form and the distribution of copies to each member in 
the state. 

12. The purchase of a die for a State President's 
pin and the presentation of pins to all four past Presi- 
dents as well as to the retiring President. 

13. That for the first time our Publicity Chairman 
received a letter from the Editor of our State Medical 
Journal in which he stated that the Auxiliary pages 
had become a feature of the publication. Unlimited 
space is allotted us gratis. Articles appeared in each 
issue this year and press notices have been sent regu- 
larly to the National Chairman. Also a comprehensive 
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scrapbook prepared by our efficient Publicity Chair- 
man is on exhibition at this Convention. 

Our Medical Society cooperates fully in all Auxil- 
iary enterprises. My year ended May 17, 1933 and my 
duties are now invested in the proficient hands of our 
new President, Mrs. Solomon Jones, who will termi- 
nate a highly successful administration in May, 1934, 
if she receives from her President Elect, Mrs. Lucious 
Cole, and her Board, the loyal support so cheerfully 
given me. 

Respectfully submitted, 
Grace R. MuELLeR (Mrs. E. W.) 
1420 Elmdale Avenue, 
Chicago, Il. 


AUXILIARY NOTES 


The sixth annual session of the Woman’s Auxiliary 
to the Illinois State Medical Society was officially 
opened Tuesday morning, May 16, 1933, at the Jeffer- 
son Hotel, Peoria, Illinois, by Mrs. Hugh E. Cooper 
of Peoria, who extended a cordial welcome to all 
visiting women. In behalf of the Entertainment Com- 
mittee she requested everyone to attend the various social 
functions listed on the program. 

Mrs. John R. Neal, Past President of the State 
Auxiliary, responded in her usual gracious manner 
with a few pertinent remarks stating that memories 
of the successful 1930 Peoria Convention made us 
happy once again to be the guests of the Peoria Med- 
ical Society. 

The Convention Committee and the Board of Di- 
rectors decided this year to experiment with the plan 
of holding two open Auxiliary meetings in order to 
allot sufficient time to various reports. Whether or not 
this plan proved satisfactory seems still to be a de- 
batable question primarily because many members did 
not arrive early enough to attend the first meeting on 
Tuesday. 

Officers, Councilors, and County Presidents reported 
on Tuesday. The reports of Standing and Special Com- 
mittees were given on Wednesday. A steady, whole- 
some growth was indicated by these excellent reports 
which will be published in this Journal in succeeding 
issues. Unfortunately all Board Members did not 
register until late Wednesday but that morning before 
the election Mrs. Cole, the Credentials and Registra- 
tion Chairman, reported as follows: 

Voting members registered and having received 
badges : 

MME R A  e eea cc csr eee eee a eaee eee 

Councilors 

Chairmen of Standing Committees......... 

ROR Nar cu, Ae Sco hom crn Sta 2 
Alternate Delegates 


The results of the annual election were published in 
the July Journal. Following the induction into office 
of the new Officers and Councilors, the President, Mrs. 
E. W. Mueller, of Chicago, presented the gavel to her 
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successor, Mrs, Solomon Jones, of Danville, with sin- 
cere wishes for a happy administration. Mrs. Jones 
then took the chair. With a few well chosen remarks 
Mrs, H. B. Henkel then presented a pin to each past 
President, all of whom were present except Mrs. T. 
O. Freeman. 

At the request of the Peoria Entertainment Commit- 
tee no Auxiliary program was arranged for the Wed- 
nesday luncheon. On that occasion, however, the Con- 
vention Chairman, Mrs, Henkel, introduced the retir- 
ing President, Mrs. Mueller, and the new President, 
Mrs. Jones. Mrs. Mueller took advantage of this op- 
portunity to thank the several hostesses for their 
hospitality and expressed appreciation, in the name 
of the Auxiliary, for the delightful social functions 
which the Peoria Committees had planned. As a token 
of appreciation of her work, the Auxiliary presented 
Mrs. Mueller with a beautiful electric clock. 

Next year the Auxiliary will meet again in Spring- 
field to renew acquaintances and make new ones. 

Mrs. Jones presided at the post Convention Board 
Meeting Thursday morning when Chairmen of Stand- 
ing Committees were elected, and plans for the coming 
year were discussed. 


AMERICAN CONGRESS OF PHYSICAL 

THERAPY 

The twelfth annual session of the American Congress 

of Physical Therapy will convene at the Palmer House, 

Chicago, September 11, 12, 13, 14 and 15, 1933. Sep- 

tember 16 will be devoted to hospital clinics, detailed 

announcements of which will be made by printed bul- 
letin not later than September 15. 








DO YOU BELONG TO THE “CLIQUE”. 
What is the Clique? ’Tis a body of men 
Who attend every meeting, not just now and then, 
Who don’t miss a meeting unless they are sick— 
These are the men that the grouch calls “The Clique.” 


Who don’t make a farce of that magic word “work,” 
Who believe in the motto—“Not a job will I shirk”; 
Who never resorted to an underhand trick, 

These are the men that some call “The Clique.” 


The men who are seldom behind in their dues, 
And who from the meeting do not carry news; 

Who attend to their duties and don’t seek a kick; 
These are the men that the crank calls “The Clique.” 


We should be proud of members like these— 

They call them “The Clique,” or whatever they please, 
But there are some people who always find fault, 
And most of this kind are not worth their salt; 


They like to start trouble but seldom will stick— ’ 
And leave all the work to be done by “The Clique. 
—Reprinted from Radiology. 





Farmer’s Wife (to druggist)—“Now, be sure and 
write plain on them bottles which is for the horse and 
which is for my husband. I don’t want nothin’ to happen 


,” 


to that horse before the spring plowin’. 
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Original Articles 


THE SURGEON’S DUTY IN CANCER OF 
THE CERVIX UTERI* 
H. S. Crossen, M.D. 
ST. LOUIS, MISSOURI 


The treatment given patients with cancer of 
the uterus in any community is decided largely 
by the surgeons of that community. As it is 
common knowledge that this disease requires 
radical measures the patient is naturally taken 
at once to the surgeon. In the larger cities the 
patient may come under the care of some one 
making special study of pelvic surgery. In 
other places the full responsibility falls on 
those doing general surgery. 

In every ease the decision as to the type of 
treatment is a serious matter, for it may mean 
the difference between life and death for that 
patient. As surgeons we have a heavy responsi- 
bility to these patients, and this discussion is 
for the purpose of giving what aid I can to the 
effective meeting of that responsibility. 

Cancer of the uterus has occupied a very 
large place in surgery, particularly that form 
of cancer occurring in the cervix. For a long 
period the knife was our only resource. And 
surgery scored one of its most brilliant tri- 
umphs in the suecessful radical operation for 
this otherwise fatal disease. 

The technical difficulties due to- the deep lo- 
cation of the growth and the extensive dissec- 
tion necessitated by the cancer prolongations 
out into the parametrium and to the pelvic 
wall, combined to make the bona fide radical op- 
eration for eancer of the cervix stand out as one 
of the few most difficult and exhausting opera- 
tions in the whole realm of surgery. But the 
result was worth all that it cost in the labors 
of anatomists and pathologists and surgeons, 
and in the exhaustion and danger to the pa- 
tient, for it gave a chance for life to many per- 
sons who otherwise had no chance and no hope 
whatever. 

My personal experience with this operation 
extends over a long period. In fact, I have 
credit for the first completed Wertheim opera- 
tion in the St. Louis territory. And that pa- 
tient, by the way, was cured, and is still living 


— 
“Oration in Surgery read before the Illinois State Medical So- 
ciety at Peoria, May 17, 1933. 
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after an interval of thirty years. Since that 
time I have studied and worked continuously 
to perfect myself in the technique of the radical 
abdominal operation and the radical vaginal 
operation for cancer of the cervix, and the les- 
sons learned in practice I endeavored to pre- 
serve and transmit through text and illustra- 
tion. Consequently, I approach the subject 
from the standpoint and with the viewpoint of 
the practicing surgeon. 

It has been my labor and my delight to erad- 
icate this disease with the knife, as far as such 
eradications could be accomplished. Hence I 
speak as a surgeon to surgeons. We are all con- 
fronted with the same serious problems in the 
handling of these patients. If I have had the 
privilege of concentrated study and experience 
in this particular division of surgery, it is in- 
cumbent that I pass on the lessons and con- 
clusions from my experience. 


STAGES IN TREATMENT 


It is interesting and instructive to glance back 
over the stages by which the treatment of this 
disease advanced from absolute failure to the 
definite success and the increasingly hopeful 
outlook of the present day. I quote from a recent 
article.* 


“Some forty years ago the treatment of cancer of the 
cervix was just emerging from the stage of mistaken 
hope in the effectiveness of ordinary hysterectomy. A 
few years previously the brilliant success of surgery in 
other gynecological conditions had raised high hopes for 
the cure of this dread disease by the removal of the 
affected organ. Vaginal or abdominal hysterectomy was 
the accepted treatment. Large series of patients had been 
subjected to this supposed radical operation with ex- 
cellent immediate results. But the lapse of time had 
brought revelations that were disconcerting. The large 
number of hysterectomized patients who had done so well 
at first, gradually disappeared by death from recurrence 
of the cancer. Year by year the mounting number of 
deaths in the early series raised ominous forebodings. 
Slowly but surely, in spite of reluctance to accept it and 
stubborn fighting against it, there came finally the reali- 
zation that hysterectomy as then carried out was not a 
cure for cancer of the cervix. In one large series of oper- 
ations not a single patient survived five years. In other 
series there was only an occasional survival. The high 
hopes built on early results had been completely over- 
thrown, and the profession was back where it started 
with no cure for this disease. 

“However, this harrowing experience was not with- 
out some beneficial results. It had demonstrated defi- 
nitely that there was some unknown factor in the situa- 


1. Cancer of the Cervix Uteri: Some Pertinent Facts Con- 
cerning the Treatment. Jour. A. M. A. Vol. 99, p. 2149, 
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tion or some known factor that required much more se- 
rious study. In the attempts to determine the causes of 
failure of ordinary hysterectomy as a cure for cancer of 
the cervix, there developed one of the most brilliant and 
useful pieces of pathological work in the history of 
Medicine. 

“The clear demonstration of minute non-palpable 
cancer-prolongations beyond the palpable involvement of 
the cervix and parametrium, showed why ordinary 
hysterectomy did not cure the cancer. Whether the pro- 
longations were by continuity of cell-growth or by 
metastatic transportation of cancer cells to outlying 
glands, the result was the same, namely, recurrence. The 
problem then became clear. Some means must be found 
to destroy these outlying cancer cells, which were evi- 
dently present in practically every case when the patient 
came under observation. 

“The main steps by which treatment of cancer of the 
cervix advanced from practical failure to the saving of 
about one-fifth of the patients treated, may be briefly 
stated. It was noticed that the occasional cure following 
the simple hysterectomy of those early days occurred 
most frequently when the cautery was used, especially 
low-heat cautery application. There was evidently some- 
thing about heat that discouraged the growth of cancer 
cells and made cautery excision more effective than ex- 
cision with the cold knife. Cautery incisions even through 
dense cancer would often heal superficially, the cancer 
cells evidently being killed more deeply than the tissue 
cells. 

“This ray of hope was followed up, and the slow 
cautery excision of the cervix, with baking of the sur- 
rounding tissues, was developed. This cured a certain 
small percentage of early cases, which was a remarkable 
result considering the limited extent of the excision. 
However, the baking process was soon overshadowed by 
the developing radical dissection-operation.” 

The radical dissection-operation for cancer 
of the cervix was analogous to the radical op- 
eration for cancer of the breast, in which the 
adjacent lymphatie drainage system was re- 
moved along with the primary growth. 
Through this splendid radical operation for 
cancer of the cervix a considerable percentage 
of patients was saved, and this percentage in- 
creased as the operation was gradually im- 


proved, 
However, notwithstanding prolonged study 


and the use of every improvement devised, the 
radical dissection-operation was handicapped 
hy two serious drawbacks. 

a. The primary mortality was very high. Re- 
moval of the parametrium containing the lym- 


phatic drainage-area required prolonged ex- 
tensive careful deep dissection, and the result- 
ing operative and postoperative strain placed 
the life of each patient in marked jeopardy. 

b. The field of effective operation was lim- 
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ited. Only in the earlier stages of the process 
was there reasonable hope of cure by operative 
removal. Very soon the cancer cells penetrated 
to structures along the pelvic wall that could 
not be removed. In spite of notable efforts to 
extend the scope of operation and the splendid 
campaign for early diagnosis, there remained a 
large proportion of patients beyond the pale 
of operative relief. 

These two serious defects in the program of 
cure by radical operation were recognized and 
appreciated by no one more than by the sur. 
geons who were doing this work. While striv. 
ing vigorously and conscientiously to give these 
patients every possible relief with the knife, 
they hoped and worked for something. still 
better. 

Along with the constant efforts to improve 
the technique and results of radical removal of 
the cancer with the knife, much study was 
given to another method of treatment, namely, 
devitalization of the cancer cells in situ. This 
world-wide search for a less dangerous and 
more widely applicable remedy brought out 
many so-called ‘‘cures.’’ Time and time again 
the profession was carried to the pinnacle of 
hope, only to be dropped to bitter disappoint- 
ment. The repetitions of this process naturally 
made surgeons very critical of new remedies 
for cancer. Radiation, like other proposed rem- 
edies, had to meet this healthy spirit of skep- 
ticism and analysis, which constitutes the can- 
cer patient’s only protection against fake 
‘‘eures’’ and mistaken ‘‘cures.’’ In the begin- 
ning of radium work and x-ray work, the re- 
sults justified continued skepticism. However, 
improvements in materials and technique and 
inereasing experience in the use of these power: 
ful remedies, finally produced results that 
stood up under the most rigid analysis, and 
that placed irradiation alongside the knife as 
an effective remedy for cancer of the cervix. 


SPECIAL EFFECTS OF IRRADIATION 


When radium is applied within a cancerous 
mass, for example, in the center of a carcinoma 
of the cervix and left there for a considerable 
time, there are two zones of effect, as follows: 

Zone of Complete Destruction of All Tissue. 
Within a certain distance of the radium, all 
tissue is devitalized and later comes away as 
slough. The width of this zone varies with the 
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dose of the radium and the method of screening. 
\s you know, radium gives off a variety of 
rays. Some are very destructive to the tissue 
elose to the radium but do not penetrate far. 
For want of a better term these are often re- 
ferred to as the burning rays or superficial de- 
structive rays. Other rays penetrate deeply 
and exercise the differential effect in the out- 
lying zone, 

Zone of Differential Destruction. In_ this 
yone the eaneer cells are killed but the tissue 
cells are not killed. It is this differential effect 
that carries the influence of radium beyond 
where we can go with the knife. It enables us 
to destroy eancer cells in the rectal wall, the 
bladder wall, the ureters and about the large 
vessels and nerves—that is, in tissues that could 
not be removed. You ean see at once what a 
great advantage this is, for in most eases of 
cancer of the cervix some of these outlying ir- 
removable tissues are already involved when 
the patient first comes under observation. 

How is it that radium ean exercise this dif- 
ferential effeet? How do the radium rays kill 
cancer cells without killing the tissue cells? 
This important differential effect is due to the 
fact that new cells are more susceptible to de- 
structive influence than old cells. This is a 
general law which obtains in all tissues and 
with practically all destructive influences: that 
new cells are more quickly damaged by destrue- 
tive influences than old cells. The cancer cells 
are new and the tissue cells are old. Hence the 
cancer cells succumb to the radium rays while 
the tissue cells still retain enough vitality to 
survive, 

This differential effect is not peculiar to ra- 
dium, though radium gives it most markedly. 
Heat has this effect to some degree. An inci- 
sion in a cancerous growth with a cautery kills 
cancer cells beyond the line of incision, a short 
distance farther than it destroys the mature 
tissue cells. That is the reason a cautery in- 
cision through a cancerous area is much more 
likely to heal than a knife incision. The sur- 
Viving tissue cells in the narrow differential 
zone of cancer-cell destruction take on rapid 
growth and form healthy granulation, causing 
healing. This is a facet that has been long 


known, and it is the reason for the employment 
of the cautery instead of the knife in incisions 


through cancerous areas. However, with the 
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cautery this zone of differential destructive ef- 
fect is very narrow, it may be widened hy 
using low heat and slowly baking the tissues, 
but even then the zone is very narrow. With 
radium, on the other hand, this zone of differ- 
ential effect may be made very wide enabling 
us to accomplish much more than can be ae- 
complished with the knife or with the cautery. 

Increasing the Zone of Differential Effect. 
How may this zone of differential effect be in- 
fluenced, and especially how may it be widened 
sufficiently to become a factor in the treatment 
of carcinoma extending throughout the pelvis? 
Radium in its slow decomposition gives off a 
complicated variety of rays. For the purpose 
now under consideration it will suffice to refer 
to the three principal kinds: The alpha rays, 
the beta rays and the gamma rays. The alpha 
rays have hardly any penetrating power, 
henee are referred to as soft rays. They are 
usually all stopped by the glass of the small 
glass capsule in which the radium salt is sealed, 
so they are of little practical importance. The 
beta rays are somewhat more penetrating and 
must be reckoned with in their effect on tissues 
adjacent to the radium. Their power of pene- 
trating, however is so poor that they are largely 
concentrated and expended in the tissues with- 
in a short distance of the radium. That is, they 
also are soft rays that because of lack of pene- 
tration cannot be used to destroy cancer cells 
over a large area. Their effect is to cause 
sloughing for some distance about the radium. 
If a large dose of radium is used this sloughing 
may be extended into the adjacent rectum or 
bladder or ureters. The third variety of rays, 
the gamma rays, are the hard or deeply pene- 
trating rays. It is upon the penetrating gam- 
ma rays that we depend for the destruction of 
eancer cells deep in the tissues. 

Now the problem in the radium treatment 
of an extensive carcinoma of the cervix is to 
give a sufficient dose of the penetrating gamma 
rays to destroy the distant cancer cells through- 
out the pelvis, withont causing beta-ray slough- 
ing into the rectum or bladder or ureters. 

In endeavoring to secure this effect, four 
things must be earefully considered—the metal 
screening of the radium, the situation in which 
the radium is to be placed, the packing away 
of adjacent organs, and the size of the radium 
dose advisable in that case. The metal and 
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rubber screening materials used immediately 
about the radium are usually much the same in 
each case. It is advisable to work with fairly 
uniform screening so as to reduee the number 
of variable factors in each case-problem. The 
other three factors vary greatly in different 
cases, and each case must be studied individual- 
ly and the means carefully adapted to the con- 
ditions present in that case if the patient is to 
he given the best chance for the preservation 
of life. . 

Metal and Rubber Screening. The sloughing 
rays may be diminished by materials that have 
very little influence on the penetrating gamma 
rays. Silver and brass and rubber are such 
substances. Ordinarily the small sealed glass 
capsule in which the radium salt is contained, 
is placed in a silver capsule, and then the silver 
capsule is placed in a brass capsule. This makes 
the usual radium tube, which at the time of 
use is further screened by being placed in rub- 
ber tubing. 

Distance Sereening. In addition to these 
special screening materials there are other im- 
portant items in the screening process. One 
of these items is distance. The effect of the 
rays diminishes rapidly with the distance from 
the radium. Consequently, to prevent slough- 
ing of the rectal and bladder walls it is im- 
portant to push these structures away from the 
radium as far as possible. This is accomplished 
by gauze packing. The posterior vaginal vault 
and the anterior vaginal vault are distended 
by a firm packing, which pushes away the 
reetum and the bladder. This is called ‘‘dis- 
tance screening’’ because the important screen- 
ing effect is not from the gauze used but from 
the distance secured. Care is taken to make 
the packing very firm and to adjust it aceur- 
ately, according to the conditions present in 
each case. With such a firm packing of course 
the patient cannot urinate, hence the introduc- 
tion of a retained catheter is necessary. 

Tissue Sereening. Still another item in 
screening-out the destructive soft rays is the 
inass of tissue immediately about the radium. 
Where the radium ean be placed in the center 
of a large mass of tissue, this assists in check- 
ing the sloughing rays. If this tissue were 
scooped out first and then the radium placed 
in the cavity, not such a large dose of radium 
cold be safely given. In fact one of the trouble- 
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some conditions to handle is where there has 
heen a hollowing out, by sloughing or cautery 
treatment or excision, causing a_ thin-walled 
cavity. Here radium must be used with great 
caution or a hole will be burned through the 
thin wall intervening between radium and the 
rectum or bladder. 

Occasionally a portion of a mass interferes 
with placing the radium advantageously, in 
which case the interfering portion is trimmed 
away. However, this trimming away of tissue 
should be limited to what is necessary to per- 
mit the most advantageous placing of the ra- 
djum. 

Dose of Radium. The dose of radium that 
can be safely given must be determined by a 
careful study of the superficial and deep con- 
ditions present in each case and the adaptation 
of the various screening methods to those con- 
ditions. 

PROGRESS IN IRRADIATION DEVITALIZATION 


Effective irradiation treatment began a dec- 
ade and a half ago. Much experimentation in 
radium and x-ray work was carried on before 
that, but it was about that time that irradiation 
reached the effectiveness that established it as a 
real cure for cancer of the cervix. 

Radiation cured many cases that were be- 
yond the reach of even the most radical opera- 
tion. Its striking effect in such cases caused 
it to be used earlier and earlier in the disease, 
with increasingly good results, until now it has 
supplanted operation as the most effective 
treatment for this form of cancer. Long and 
careful study of and participation in both op- 
erative treatment and irradiation treatment 
have convinced me that, with the improved 
methods now available, intensive irradiation 
gives the patient decidedly the best chance of 
eure. There may be special conditions requir- 
ing some operation but when required such 
operation should supplement irradiation and 
not displace it. 

The change in treatment brought about by 
the work of ten short years is very striking, 
even startling. The physicians now coming on 
the stage of action can hardly appreciate the 
cancer treatment situation only a decade ago, 
and physicians who have not kept up with these 
revolutionary cancer developments are in no 
position to advise a patient with cancer of the 
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cervix. Even in the last two years there has 
been such development in the effective use of 
radium and x-ray irradiation for the devitali- 
zation of deep cancer cells, that the uncer- 
tainty as to the best treatment for the earliest 
eases has been removed, and it is now clear that 
they also are most safely and certainly cured 
by irradiation devitalization. 

The treatment of cancer carries a greater 
responsibility than the treatment of ordinary 
diseases. It has been said that a considerable 
proportion of human ailments are self-curative 
if given time, but cancer does not belong to that 
class. In cancer of the cervix, only the judg- 
ment and skill of the surgeon stand between 
that patient and certain death within a very 
limited time. The patient’s survival is deter- 
mined largely by the surgeon’s judgment in 
the choice of remedy and his thoroughness in 
its application. Consequently, it is with a pro- 
found sense of personal responsibility that he 
selects the plan of treatment and proceeds with 
its execution. 


ITEMS IN EFFECTIVE IRRADIATION DEVITALIZATION 


Irradiation devitalization for cancer of the 
cervix comprises radium treatment for close-up 
concentrated radiation from the center of the 
cancer field, and x-ray treatment for wide- 
spread effect in devitalization of distant cancer 
cells. Each of these powerful remedies re- 
quires experienced judgment and skill in its 
use. 


There is general recognition of the highly 
technical character of x-ray work especially of 
this deep therapy with its high voltage ma- 
chines and other special apparatus. But, as to 
radium, there is a tendency among the inex- 
perienced to regard it lightly, and to feel that 
it may be used with little personal knowledge 
of its physical properties or of its special ef- 
feets on the various structures in the particular 
area involved. This tendency is encouraged by 
some of the radium-rental instructions given, 
which presume to fit the recipient for the safe 
and effective use of this potent instrument. It 
would be as reasonable to suppose that instrue- 
tions issued with a scalpel would fit the recipi- 
ent to use it safely and effectively in the eradi- 
ration of a cancer. Radium is as potent as the 
knife and in inexperenced hands may produce 
as disastrous results—either in the form of in- 
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jury to adjacent organs or as failure to obtain 
results that might have been obtained by really 
effective use. 

The obtaining of the curative effects of ra- 
dium in cancer of the cervix depends on the 
careful carrying out of many details. Only by 
careful study and accurate execution of the 
various steps can the patient be given the best 
chance for cure. The essential details may be 
grouped under the following four headings. 

a. Careful study of the special conditions 
present in each case. This is necessary in order 
to give the most effective radiation to the in- 
dividual patient. The size of dose of deeply 
penetrating rays that can be given depends on 
a number of factors, including the location and 
size of the cancerous mass, the amount of in- 
volvement of each of the various organs in the 
immediate vicinity, the extent and direction of 
uleeration, and especially the fixation of the 
bladder and rectum in relation to the carci- 
nomatous infiltration. The accurate determina- 
tion of these conditions and the utilization of 
that knowledge in effective radium treatment 
requires a large amount of experience and 
skill in pelvie work. While in some situations 
the radiologist without special local knowledge 
may give effective radium treatments, in ecarei- 
noma of the cervix conditions are such that 
the most effective treatment can be given only 
by one skilled in pelvie work and with adequate 
radium training. His special knowledge of pel- 
vie anatomy and pathology and his training in 
accurate pelvic palpation and diagnosis must 
all be utilized in the supreme effort to reach the 
marginal cancer cells with effective radiation. 

The patient’s chance for life lies in devitali- 
zation of the outlying cancer cells. It is in this 
particular that radium ean go farther than the 
knife or the cautery, killing cancer in inacces- 
sible situations beyond the reach of these other 
measures. One must not allow his attention to 
be diverted from this vital point by the striking 
effect of radium on the nearer portions of the 
eancer. The destruction of the large cancerous 
mass at the vaginal vault and the consequent 
healing, are only incidental to reaching cancer 
cells mueh farther out. This local destruetion 
could be accomplished with the knife or with 
the cautery; there is nothing distinctive about 
it. The distinetive and superior effect of ra- 
dium is the extension of differential killing ef- 
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fect to include cancer cells at the outermost 
margin of the growth. If we do not reach these 
outlying cells, our radium treatment has failed, 
except as a temporary palliative measure. 

b. Maximum dosage. The danger of recur- 
rence lies in the deep cancer cells. Our real 
problem, as just stated, is to reach and devital- 
ize these deep-lying cells. The best chance of 
doing this is by giving as large a dose as prac- 
ticable of the deeply penetrating rays at the be- 
ginning of treatment. This is accomplished by 
placing the heavily screened radium in the cen- 
ter of the cancerous infiltration and then pack- 
ing away the rectum and bladder as far as pos- 
sible, so as to allow the maximum dose. Never 
again will the conditions be as favorable for 
a devitalizating dose to the outlying cells as 
they are at the first application. If the oppor- 
tunity is missed then, it will not return. 


ce. Supplementary deep x-ray therapy. An 


adequate dose of radium in the cancerous in- 
filtration is the most effective form of radiation 
for devitalizing cancer cells within a reasonable 
distance. But in any case there may be scat- 
tered cancer cells beyond the reach of the ra- 
dium. Deep x-ray therapy may devitalize these 


cells which otherwise would not be reached. 

Formerly the x-ray was very uncertain in 
devitalizing effect on deeply placed cancer cells, 
but through great improvement in machines 
and tubes it has now become dependable for 
deep devitalization work. When radium was 
almost our sole reliance in cancer devitaliza- 
tion the radium treatment was given as soon 
as possible, and constituted the first step in the 
course. Since x-ray has now become depend- 
able, it is advisable in most eases to give one 
series of that at the beginning, in order to 
secure some devitalization effect on the spread- 
ing margin of the growth before the disturbing 
local manipulation of radium implantation in 
the center. So our course starts with a deep 
roentgenization, to be followed at a selected 
time by the radium treatment. In the mean- 
time douches and other local treatments are 
employed to diminish bacterial activity in the 
cancerous mass and put it in better condition 
for the operative manipulations of the radium 
implantation. By this plan the improvement 
secured in the condition of the operative field 
has been very marked, especially in the papil- 
lomatous and infeeted cases. 
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d. Careful follow-up of cases and treatment 
of any spots of recurrence. The importance of 
this and the good results often attained have 
been emphasized by a number of writers. The 
recurrences that are likely to yield to small ra- 
dium applications are those in the vaginal wall, 
due to cancer cells that have wandered down 
beyond the reach of the radium applied in the 
cervix. If such a spot is recognized early, before 
any deep penetration, it may be cured by the 
dose of radium permissible in these conditions, 
especially by the employment of emanation in 
the form of gold or platinum ‘‘seeds.’’ Of 
course, a large dose of radium, such as given 
at first, is not permissible after the bladder and 
rectum have been drawn in and fixed by the 
postradium sloughing and sear formation, for 
it would quickly penetrate into one or both of 
these organs. 

Where there is deep recurrence, x-ray ther- 
apy is the main reliance in checking it. Vari- 
ous efforts have been made to reach these deep 
recurrences with an effective dose of radium, 
principally through an abdominal incision. 
Some good results have been reported, but, on 
the whole the outlook in this direction is not 
encouraging. The difficulty is that a deep re- 
currence that can be recognized is usually a 
widespread recurrence, requiring such a large 
dose of radium that it can hardly be safely 
applied in the midst of large blood vessels and 
hollow organs. The best hope for these cases 
probably lies in the super x-ray, running up 
to 600,000 volts, which is now being developed. 


REQUIREMENTS FOR RADIUM WORK 


There should be no antagonism of the surgeon 
to radium. It is simply another helpful instru- 
ment added to his armamentarium. To be sure it 
is an instrument of unusual quality, in that its 
effects can be projected far beyond the site of 
its actual application. Also, it ean modify 
function as well as structure, and hence has 
been aptly called the ‘‘ physiological knife.” 

The requirements for the use of radium fol- 
low the same general principles as for the use 
of the knife or any other potent remedy— 
namely, adequate knowledge of the qualities 
of the remedy itself and adequate knowledge 
of the anatomy and physiology and pathology 
of the structures involved and of the effects of 
the remedy upon them. 
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There is the clear path for those who wish 
to use radium conscientiously and with safety 
and full benefit to their patients. And no one is 
better fitted to follow that path than the sur- 
geon, grounded in the fundamental knowledge 
of the structures with which he deals and ex- 
perienced in the skilfull touch and sound judg- 
ment required in serious surgical work. 

However, there is no easy short-cut to real 
efficiency in the use of radium, any more than 
there is to other important features of surgical 
work. It means real study of radium properties 
and effects, both physical and biological, and 
their use in conjunction with the anatomy and 
physiology and pathology of the affected area. 
If you were taking up the treatment of cancer 
of the cervix by means of the knife, you would 
give it hard study and also spend much time 
working with those experienced in the real 
radical operation for this disease. Similar pre- 
liminary study and experience are necessary 
for the safe and efficient use of radium for the 
same purpose. 


PREVENTION OF CANCER OF THE CERVIX 


There is another item in our duty as surgeons 
in diminishing deaths from cancer of the cervix, 
namely, the prevention of such cancer. It is 
not necessary to explain to you that chronic 
irritation in the cervix favors the development 
of cancer and that prompt removal of such ir- 
ritative lesions prevents it, for you are all 
aware of these facts. What I do wish to em- 
phasize at this time is the important relation 
of these facts to a very real crisis in the present 
cancer situation. 

Through the splendid work of the last few 
decades the treatment of cancer of the cervix 
has advaneed from absolute failure to the sav- 
ing of about one-fifth of the patients. But 
there the rapid progress stops. The history of 
operative treatment and the history of irradia- 
tion treatment present the same phenomenon, 
namely, a rapid increase in the percentage of 
cures up to a eertain point, and then the aver- 
age remains about stationary. This average 
Pereentage of cures is better for irradiation 
than for operation, but even with all the im- 
provements of today it seems impossible to 
push the average beyond 25%. Yet an analysis 
of the cures by classes shows that in early eases 
the cures run to 80 and 90 per cent. and oe- 
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casionally even to 100 per cent. And even in 
advanced cases, 20 per cent. may be saved by 
intensive irradiation. 

Why does the average remain so low? If 95 
per cent. of cases of beginning cancer can be 
cured and 20 per cent. of advanced cases, why 
does the average percentage of cures hover 
around 20 to 25 per cent? Why does not the 
percentage of cures average up to 60 and 70 
per cent. as might reasonably be expected with 
all the strenuous efforts made to get the cases 
early? The reason is that very few cases of 
cancer of the cervix are seen in the early stage. 
This fact is clear from the aggregate statistics 
from all countries. It is strikingly illustrated 
in our own statistics at the Barnes Hospital of 
the Washington University Medical School. In 
the analysis of our five-year results in cancer of 
the cervix, from 1921 to 1926, 121 patients with 
this disease were treated. Of the 121 cases only 
3 were in an early stage—all the others show- 
ing extensive infiltration of the parametrium, 
most of them out to the pelvic wall. As it hap- 
pened, all three of the early cases recovered, 
giving 100 per cent. of cures in this class. But 
the great preponderance of advanced eases over 
early ones (118 to 3) brought the average of 
cures down to 22 per cent. 

This means of course that practically all 
eases of cancer of the cervix are considerably 
advanced before recognition. But why is the 
cancer not recognized and treated early, es- 
pecially after all the energy and educational ef- 
forts that have been expended in that direction 
for years past? The reason is that the really 
early stage of the disease causes no symptoms 
whatever. 

The microscopic change that constitutes the 
beginning of cancer does not cause bleeding nor 
discharge. At first there is nothing to suggest 
eaneer to the patient nor to the physician. By 
the time the so-called ‘‘early symptoms of can- 
cer’’ appear, the cancer has already been pres- 
ent a considerable period and has developed 
extensive, though hidden, prolongations. 

It is necessary then to attack this problem 
in some other way than by explaining cancer 
symptoms to physicians and patients. We must 
vo baek of the whole cancer picture, and remove 


1. Conclusions from a Study of Five-year Cures in a Series of 
121 cases of Carcinoma of the Cervix Uteri. Am. Jour. of Obst. & 


Gynec. Vol. 22, p. 559. 
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the conditions which precede the cancer and 
cause it. 

It is well established that cancer of the cervix 
eomes from long-continued irritation in the 
form of chronic cervicitis, usually accompanied 
with laceration, eversion, infiltration and cystic 
change. As | have said many times, these lesions 
are very obvious, and their role in cancer origin 
is generally known, and yet they are allowed to 
go on and on well into the cancer age. Great 
pains are taken in eases of chronic cervicitis 
to detect the first signs of cancer so that treat- 
ment for cancer may be promptly instituted, 
whereas a far safer plan is to remove the 
chronic cervicitis promptly before it becomes 
cancer, 

Chronie cervicitis may be cured by simple 
excision of the affected area of the cervix, and 
thus cancer prevented. But when cancer has 
once begun in the irritated area, cure is un- 
certain even by the most radical measures. 

It is clear that the removal of those chronic 
irritative lesions of the cervix which precede 
cancer is an important step in the prevention 
of deaths from such eancer. Not only is this 


an important step, but it is the only step by 


which to seeure further marked reduction in 
deaths from this disease. 

The detection and removal of preeancerous 
cell-activity in the cervix is a many sided prob- 
lem of great importance, and one which de- 
mands vigorous and systematized action. I took 
up this subject in considerable detail at the 
recent meeting of the American Gynecological 
Society and it is not necessary to review this 
large subject now except to emphasize that the 
hoped for results depend on definite action by 
the surgeon in three directions as follows: 

a. The prompt removal of chronic irritative 
lesions of the cervix when encountered in prac- 
tice. “| 

b. Advice to patients as to the necessity of 
examination for the detection of such lesions, 
even when there are no disturbing local symp- 
toms. 

e. Assistance in the campaign of publie in- 
struction in cancer prevention, particularly as 
to the advisability of examination for the de- 
teetion and removal of ehronie irritation in the 
cervix. 


Such examination is required even when 
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there are no local symptoms, for we know that 
even without troublesome subjective disturb- 
ance there may be sufficient chronic irritation 
in the cervix to favor aberrant cell-activity re- 
sulting in cancer. 

This local examination may be part of the 
routine general examination, which many au- 
thorities are now advising as a safety measure 
to determine how the various vital organs are 
standing the wear and tear of life’s activities. 


SUMMARY 


In brief then, speaking as a surgeon con- 
sulted by a patient with cancer of the cervix, 
my duty as I see it is as follows: 


1. To give that patient the benefit of in- 
tensive effective irradiation for devitalization 
of the cancer cells throughout the pelvis, rec- 
ognizing that the cure hinges on devitalization 
of the outlying cancer cells along the pelvic wall. 

2. To give that patient the benefit of any op- 
erative procedure that may enhance the effec- 
tiveness of the irradiation-devitalization proc- 
ess. 

In exceptional conditions some local opera- 
tion may allow better implantation of the ra- 
dium. However, this use of the knife or cau- 
tery is seldom needed and should be employed 
only where clearly indicated for a specifie pur- 
pose, otherwise it is likely to do more harm 
than good. When required, operation should 
supplement irradiation and not displace it. 

3. To protect that patient from half-way 
measures — from so-called radical operations 
that never reach the outlying cancer cells, and 
from ineffective radium and x-ray treatments 
that carry no devitalization into this distant 
crucial zone. 

4. Another important item in my duty as a 
surgeon in lessening deaths from eancer of the 
cervix, is in preventing such cancer. 

There are three parts in this work of pre- 
vention; first, prompt removal of chronic irri- 
tation in the cervix when encountered in prac- 
tice; second, advice to patients as to the advis- 
ability of examination for the detection of such 
lesions and, third, active participation in the 
campaign of public instruction in cancer pre- 
vention, particularly that part of it which has 
to do with the detection and elimination of 
chronic irritation in the cervix. 
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THE DIAGNOSTIC IMPORTANCE OF 
THE ROENTGENOLOGIC EXAMINA- 
TION OF GROWING BONES* 

A. H. ParMELEE, M.D. 

OAK PARK, ILb. 


Many systemic diseases influence normal 
tissue functions in a more or less profound 
degree. These influences may be exerted by 
fuxins of exogenous or endogenous origin act- 
ing directly on the cells, by faulty or deficient 
nutrition, or by disturbances of metabolism 
due to many factors or combinations of factors. 
Rapidly growing and immature tissues are 
more sensitive to these disturbing influences 
than are the mature and less actively function- 
ing tissues. Throughout childhood and adoles- 
cenee, but especially during infancy, the period 
of most active growth, we should expect certain 
manifestations of disease which do not occur at 
all, or only in a modified way after growth 
ceases. And this is actually the case. 

The bones, beeause of their rapid growth 
and the peculiarities of their cellular and in- 
tercellular structure, present a particularly 
favorable field for a study of the effects of 
disease upon tissue growth. At the junction of 
the epiphyseal cartilage with the metaphysis 
where enchondral ossification occurs, there 
exists under normal conditions a finely balanced 
relationship of the processes concerned with 
the production of bone. This balanced rela- 
tionship may be disturbed by insults to the 
general health of the growing organism due to 
many and varied causes. 

Pathologists have long been able to demon- 
strate that certain diseases cause specific 
changes in the area of enchondral ossification. 
Roentgenology offers a means of visualizing 
these changes during life and has become a 
valuable aid in the diagnosis of many diseases 
of infaney, sometimes even before clinical or 
laboratory evidence exists. 

In congenital syphilis osteochondritis and 
periostitis are frequently demonstrated in the 
absence of clinieal or serologie evidence of the 
disease. Dr. L. J. Halperin and I, in a clinical, 
serologic, and roentgenologic study of 101 new- 
born infants of mothers with a 4 plus Wasser- 
mann reaction at the Cook County Hospital, 
found that 26% had suggestive clinical symp- 
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toms, 13.7% had positive Wassermann and 
Kahn tests, while 54.3% had either osteochon- 
dritis and periostitis or osteochondritis alone 
sufficiently marked to warrant diagnosis of 
congenital syphilis. 

For all physicians who have to do with the 
care of children it is important to be able to 
properly interpret the roentgenologie evidence 
of such diseases as rickets, scurvy, and con- 
genital syphilis. It is for the purpose of show- 
ing that the rapidly growing tissues at the area 
of enchondral ossification in the long bones 
of children are often a delicate index to dis- 
ease, that this subject is being presented. 


Enchondral ossification is said to take 
place in the following manner: In that part 
of the epiphysis lying closest to the metaphysis 
the resting cartilage is stimulated into activity, 
the cartilage cells proliferate and arrange 
themselves in columns. This is known as the 
zone of proliferating cartilage. Between the 
cell columns there are pillars composed of a 
cartilage ground substance which has an af- 
finity for calcium, and as new eapillaries grow 
up from the bone marrow and periosteum this 
cartilage ground substance becomes impreg- 
nated with ealecium. This is known as the zone 
of provisional calcification, and it is this eal- 
cified area that makes the shadow on the 
roentgen film which we eall the epiphyseal 
line. Under normal conditions the relative 
depth of the zone of cartilage proliferation and 
of the zone of provisional calcification remains 
constant. The cartilage cells between these 
pillars of calcified cartilage disappear as the 
result of the activity of the capillaries grow- 
ing up from the bone marrow. The pillars 
projecting down acquire a layer of osteoid 
tissue supposed to be laid down by osteoblasts 
which have attached themselves to these pro- 
jecting spicules. This new osteoid is rapidly 
calcified and true bone formation occurs. This 
zone is called the primary spongiosa. From a 
static standpoint this primary spongiosa is not 
efficient, so it is transformed, supposedly by 
the action of osteoblasts and osteoclasts, into a 
new spongiosa of true lamellar bone. This is 
called the secondary spongiosa. 


In rickets the abnormal conditions which 
prevail may be summed up as follows: 1. The 
zone of eartilage proliferation is greatly in- 
creased in depth. 2. The zone of provisional 
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calcification is very shallow; there may only 
be a very little in the vicinity of the perioste- 


um at the border. 3. In the zone of primary 


spongiosa the trabeculae are covered with a 


large amount of unealecified osteoid. Roent- 
genologically the appearance is as follows: 1. 
Coarse reticular structure of the bone in gen- 
eral. 2. Irregular epiphyseal line. 3. Frayed- 
out or mushroomed metaphysis with cupping 
or coneavity. 

In scurvy there is retardation of the activity 
of the osteoblasts so that very little osteoid is 
formed although that which is formed is nor- 
mally calcified. Bone absorption however, 
whether due to osteoclasts or some other 
agency, goes on at a normal rate. The result 
is a certain degree of osteoporosis. The pri- 
mary spongiosa is not formed because of the 
inaetivity of the osteoblasts, the columns of 
caleified cartilage get no supporting osteoid 
tissue, connective tissue replaces the bone mar- 
row as a so-called scaffold marrow. In reality, 
a marrow callus is formed as in fractures. 
Strewn through this scaffold marrow are frag- 
ments of broken ealcified cartilage pillars of 
the zone of primary spongiosa. This is known 
as the zone of chaos, and recently has been 
called the scurvy line—essentially the same 
changes occur in the center of ossification in 
the epiphysis. The roentgenologic appearance 

} Wide epiphyseal line 
with a finely irregular appearance. 2. An 
area of decreased density on the shaft immedi- 
ately proximal to the epiphyseal line (the 
scurvy line). 3. Thin corticalis of the shaft. 
4. Smooth transparent aspect of the remainder 
of the shaft (ground glass appearance) on 
account of disappearance of the trabecula- 
tions. 5. A broad finely irregular white edge 
on the epiphyseal centers of ossification. 6. 
Separation of the epiphysis in severe cases. 

In congenital syphilis there is retardation 
of normal bone growth probably due to the 
auction of the toxins of syphilis on the osteo- 
blasts. The results are much the same as those 
produced by seurvy. While the differences 
may usually be readily recognized in patho- 
logic specimens the roentgenologic appearance 
of the two conditions is often practically in- 
distinguishable. There is the same widened 
epiphyseal line with an area of rarefaction 
proximal to it. When periostitis is also present 


in active seurvy is: 1. 
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the recognition is simplified. The typical uni 
form ground glass appearance of scurvy is not 
present as a rule. A knowledge of the history, 
the age of the ehild, and the clinical symptonis 
is frequently necessary in order to differen- 
tiate the two conditions. 

When for any reason the normal growth of 
bone comes to a standstill, as is usually the 
case in severe infectious or nutritional dis- 
turbanees, a peculiarly dense ground substance 
is laid down in the zone of provisional calei- 
fication. This is known as a ‘‘Grenzscheide.’’ 
When health is restored and bone growth is 
resumed this heavily calcified area remains 
and on roentgenologic examination shows as 
a band on the shaft proximal to the epiphyseal 
line. There are apparently some children who 
because of some constitutional peculiarity show 
this reaction more profoundly than others. 
Their bones may show a series of wide bands 
on the shaft at varying distances from each 
other, and even on the crest of the ilium they 
are often plainly seen. 


DISCUSSION 

Dr. John R. Vonachen (Peoria) : I think Dr. Parme- 
lee is to be congratulated in having the foresight to 
present a paper of this type for the simple reason that 
for years we have been overlooking the value of x-ray 
in early diagnosis of such conditions as rickets, scurvy 
and congenital syphilis. 

Just last week I had a case come into the office of so- 
called Parrot’s pseudoparalysis or acute syphilitic osteo- 
chondritis. The infant had apparently no other clinical 
signs of syphilis, a well developed baby, which often 
goes to prove that we are deceived. If we would utilize 
the x-ray we would be able to make early diagnosis. 
In these cases of so-called acute syphilitic osteitis, the 
supposition is that one-eighth of the cases will show 
bone changes at birth. At the end of three or four 
months a fourth will show bone changes; I speak of all 
cases of congenital syphilis, 

This baby was perfectly well until about three months 
of age when suddenly it became very restless, cried a 
great deal, and both the parents and the physician were 
unable to tell what was causing the discomfort. Finally 
they noticed it did not use its arms and the family doctor 
made a diagnosis of Erb’s paralysis. By x-ray we found 
this acute osteitis which again goes to prove that in 
these cases probably some day it will be a rule to do 
routine Wassermanns and take routine x-ray plates on 
a great many of those infants, particularly that type 
which are not doing well. 

Dr. Parmelee (closing the discussion) : I have noth- 
ing else to say except that the value of x-ray diagnosis 
of congenital syphilis is very strikingly shown in these 
charts, of cases we had at the County Hospital. Of 
course, we know that probably from twenty to thirty 
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per cent. or perhaps a little more of children of mothers 
with four plus Wassermann will not show evidence of 
syphilis from any standpoint during their first year. 
Possibly they are not syphilitic; maybe they will show 
evidence of syphilis later on, but of the children who 
do show evidence of syphilis in the first year, ninety-five 
per cent. of those had bone lesions, whereas a diagnosis 
from the serological standpoint could only be made in 
a very small number, twenty some per cent. 

As early as 1900, Hochsinger showed the first x-ray 
pictures of osteochondritis in congenital syphilis. Later 
he made the statement that pathologic examination of 
infants who had congenital syphilis showed very definite 
changes in the long bones and it could be demonstrated 
roentgenologically in practically one hundred per cent. 


of the cases, 


RECTAL OBSTRUCTION* 
(Lymphogranuloma Inguinalae ) 


M. H. Srreicuer, M.D. 


University of Illinois : 
Research and Educational Hospitals 
Grant Hospital 


CHICAGO 

Generalization.—Rectal obstructions are con- 
siderably more common than one is led to be- 
lieve; it is a well recognized fact that the most 
frequent causes for stricture are carcinoma and 
post-operative complications. The most fre- 
quent site is one to three and a half inches 
from anal opening, usually at point where the 
levator ani musele eneireles the intestine. 

In general the ecausations of stricture of the 
rectum are widely distributed in their scope, 
yet considerable doubt is attached as to the 
etiology of many of these cases. One is readily 
convinced of the validity of this statement as 
he reads individual reports of proctologists in 
this country and other lands on this subject. 
In a detailed differentiation of rectal strictures 
one naturally becomes interested in the un- 
known in the hope of finding a solution. If 
you see considerable rectal material and do 
institutional teaching you will undoubtedly ar- 
rive at a case that in the past has been classi- 
fied as chronic granuloma or syphilis of the 
rectum. These cases in the colored patients 
ay have a positive serology test yet do not 
improve on anti-luetic treatment. A white 
patient with the same type of stricture 
very often does not present a positive Wasser- 
ann and these patients do not have any luetie 
signs or symptoms. 

Literalure.—This subject has been studied 
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early in France and other European countries. 
In the literature in the past two to three years 
the luetic basis for these strictures has been 
discredited and it is still being stated that the 
etiology of these obstructions is unknown. 
David and Lauer (1932) refer to a group of 
rectal obstructions in their report in’ which 
they express belief that the etiology of chronic 
granulomas or the so-called syphilitic strictures 
is still unknown. 

Lutz (1932) is of the opinion these inflam- 
matory strictures are caused by a late in- 
volvement of the reetum in lymphogranuloma 
inguinalae. This, he states, can be proved by 
the Frei test. Lutz further states that the fact 
that these strictures are usually located quite 
low and are most frequent in women ean be 
explained by the anatomic structure of the 
lymphatie system of the genital and the ano- 
rectal region in women. 

Antman and Pilot (1932) are of the opinion 
that lymphogranuloma ingtinalae is an infee- 
tious process apparently venereal, character- 
ized clinically by an inguinal adenitis, usually 
ending in suppuration. 

tregorio (1932) describes these cases to be 
a condition of hyperplastic infiltration of the 
rectum, a manifestation of subacute inguinal 
lymphogranulomatosis. He believes that it is 
difficult to deny a luetie origin beeause serol- 
ogy tests are mostly positive, yet it is difficult 
to determine if those with negative reactions 
were previously infected. 

Fournier described these strictures as ano- 
rectal syphilomas, a manifestation of tertiary 
syphilis. 

Nicholas Favre (1913) describes this disease 
as a tropical bubo. 

Discussion.—Publieations on the subject of 
lymphogranuloma inguinalae are becoming 
voluminous. In studying these cases carefully 
and going over the literature, it occurs to me 
that while many individual facts were reported 
peculiar to these cases no correlation was 
attempted on the basis of a common de- 
nominator, perhaps for a good reason. My 
particular interest in this matter was to cor- 
relate the rectal obstructions, so frequently 
present in these cases, with any constant 
factor that may serve as a common denomi- 
nator for correlative purposes. The following 
are the factors known thus far: 
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1, One constant factor claimed by all pub- 
lieations is a positive Frei test as specific for 
lymphogranuloma inguinalae regardless of the 
primary lesion. 

2. Presence or absence of involvement of in- 
guinal glands has been considered a variable 
factor. 

3. The presence or absence of rectal obstruc- 
tion and fistulae individually or in ecombina- 
tion have not been observed in every Frei posi- 
tive case. 

4. Likewise, the sex, age, race and serology 
tests have not proved to be a constant factor. 

5. Elephentiasis was not present commonly. 

These factors are classified in Table II. 

With the exception of the Frei test in cor- 
relation with the general clinical picture of 
the disease there seems apparently no standard 
measure for comparison and inasmuch as the 
majority of these cases demonstrate discharge 
of pus in the initial stage or the late stage, it 
seems logical to name this an infectious process. 
A few authors reported staphylococei present 
in the pus from the affected glands. This, I 
have also observed in the pus from the rectal 
fistulae, therefore in the classification as to 
etiology (Table I) | am including this disease 
as a bacterial non-speeifie (mixed) infection. 
The presence of staphylococci may be assumed 


ILLINOIS MEDICAL JOURNAL 


August, 1933 


TABLE 1—RECTAL OBSTRUCTION 
CLASSIFICATION AS TO ETIOLOGY 
A. Congenital 
B. Acquired 
Carcinoma 
Polypi 
Papilloma 
Sarcoma 
Epethilioma 
Linitis plastica 


1. Organic 


Tuberculosis of rectum 
Syphilis of rectum 
Gonorrhea 

Amebic dysentery 
Ulcerative colitis 

Pelvic infections 

Prostatic infections 
Hodgkins : 
Lymphogranuloma inguinalae 


2. Bacterial 


a. Specific 


b. Non-Specific 
(mixed) 


Post-operative scars, fistula, etc. 
Leukoplakia 


3. Traumatic : 
Tumors outside of rectum 


| 





to be a secondary infection when obtained 
from a gland or fistulae that have become 
broken down—but not when a suppurating 
gland has been aspirated. Another standard 
of measure of comparison to my way of think- 
ing should be a careful description of the type 
of stricture found in these cases, as in Chart 
I. 

I classify these strictures as annular-tubular 
with apex of the stricture at about three to 
four em. from the anal orifice, with the tubular 
formation of the stricture being distal to the 
annular constriction, and the apparently nor- 
mal recto-pelvie colon proximal to the stricture. 
The finger meets with immediate obstruction 


Rectal Obstruction- Classification as to Type of Stricture 


CIRCULAR STRICTURE 
Rectal lumen 


Etiology proximal 


Congenital 
Carcinoma 
Tuberculosis 


LATERAL 


Congenital 


Post Operative 
Fistula 


Stricture 
; Carcinoma 


Distal 
ANNULAR STRICTURE 
Droxima! 
Gonorrhea | 
Post-operative / 


fissure 
hemorrhoids’ 


YC, 
Stricture 
Distal at 


muco-cuteneous 
surface 


STRICTURE 


Amebic dysentery 


from anal 
orifice 


TUBULAR STRICTURE 
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on rectal examination and is of a leather-like 
consistency, almost stony hard to the feel and 
simulates syphilis of the rectum with the ex- 
eeption of rectal fistulae that are usually ab- 
sent in syphilis of the rectum; it resembles tu- 
berculosis of the reetum in many phases. 

In the cases observed we cannot draw any 
correlative conclusions as to whether or not 
any relation exists between the presence or ab- 
sence of rectal fistulae and the existent or dis- 
charging inguinal glands—in other words rectal 
fistulae may be present with rectal obstrue- 
tion and not have any inguinal gland involve- 
ment; the reverse is also true. I have also ob- 
served the presence of inguinal adenopathy 
with rectal obstruction without presence of 
fistulae. 

Frei test (1925) is usually significant, posi- 
tive or negative, after the clinical course of the 
disease has disappeared. I believe that the 


reason why so few cures in these cases have 
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been noted or why so few will be noted is be- 
cause the diagnostic test (Frei test) gives posi- 
tive reaction after the disappearance of clinical 
manifestations; at a time when it is almost too 
late to obtain a cure, it is, therefore, that / 
suggest very strongly that as soon as pus is 
suspected in a resolving soft gland a Frei 
antigen should be prepared and injected sub- 
cutaneously. 

It is my sincere belief that at the present 
time inasmueh as so little is known of the etiol- 
ogy and treatment of this disease, it is perhaps 
best to apply hot applications to the enlarged 
glands in the acute state (initial stage) and 
in this way produce a premature resolution of 
the gland and aspirate before the gland breaks 
down and persists discharging (for Frei anti- 
gen) in anticipation of the abortive stage of 
the terminal stage of sear formation. At the 
present status it is wrong to claim specificity 
in treatment of these patients (with Frei anti- 


TABLE 2—RECTAL OBSTRUCTION 
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ven) when fibrosis has already occurred in the 
rectum—it is similar to ‘‘locking the barn after 
the horse has been stolen.’’ The patients do 
improve in general following Frei antigen 
much like any infectious process may improve 
under non-specific protein therapy injections 
and the discharge of pus either from the in- 
guinal glands or the rectal fistulae may sub- 
side partially or entirely, but the premonitory 
infiltrations and fibrosis in the rectal structure 
has been permanently formed and at present 
no evidence is available to show the rationale 
of antigen injections at the terminal stage; the 
infiltration and the fibrosis in the rectum re- 
mains as though no therapy had been admin- 
istrated. 

| have had the opportunity through the 
courtesy of the Dermatology Department of 
the University of Illinois in cooperation with 
Dr. Senear, Dr. Wien and Dr. Perlstein, of 
that Department, to study a comparatively 
large group of these cases, who are still under 
careful observation, and I hope in some future 
date to be in position to report our findings of 
the correlated rectal pathology following anti- 
gen therapy over a longer period. I have at- 
tempted in two cases the use of tuberculin 
hypodermically. On two occasions a very 
marked reaction has been noted; in one patient 
a temperature rose to 101.8 to 103 degrees, a 
chill and a pain in the inguinal region. In this 
patient rectal fistulae and rectal obstruction 
were present, with no inguinal adenopathy. 
The second patient did not react. 

In Table IJ I attempted to classify clinically 
all eases observed with a view of correlating 
if possible the presence or absence of any of 
the outstanding findings individually or in 
combination. I was particularly cautious in 
obtaining this information, but could not defi- 
nitely clarify this situation on the basis of 
any conclusive findings. I am, therefore con- 
tent for the present at least, to assume a con- 
servative attitude and to adhere to facts as 
they arise in future studies of these interesting 
rectal obstructions. 

CONCLUSION 

1. | believe lymphogranuloma inguinalae to 
be an infectious process. 

2. Rectal obstruction is a frequent finding 
in the terminal stage of this disease. 
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3. The obstruction is annular-tubular in 
form. 

4. The fistulae when present are usually 
multiple. 

5. I suggest early resolution and aspiration 
of any evident primary or initial lymph 
adenitis. 

6. Frei test has been positive in eases in 
which no rectal obstruction was present of any 
type. 

7. Frei test has been positive in cases in 
which rectal obstruction of the annular-tubu- 
lar type was present. 

8. Frei test has been positive in cases in 
which rectal obstructions were present but not 
of the annular-tubular type. 

9. More careful study is essential cover- 
ing a larger group of cases to be of correlative 
value. 

307 No. Michigan Blvd. 


DISCUSSION 


W. A. Hinckle (Peoria): Someone has. said, 
“Blessed is that person, who, having nothing to say, 
refrains from giving wordy evidence of the fact.” | 
am not going to demonstrate my lack of knowledge 
about this subject by trying to talk on it. When I was 
requested to discuss Dr. Streicher’s paper, I thought 
I was to discuss rectal stricture in general, not the 
one particular kind about which I know the least. 

In my observation covering several thousands of 
cases, I have found about 1 per cent of stricture. 
This is about half what is claimed by some proctolo- 
gists. In my experience, the majority of rectal stric- 
tures are due to malignancies. Next to malignancies, 
the most common rectal stricture is the postoperative. 
Strictures due to inflammatory proctitis of various 
kinds, tuberculosis, ulcerative, amebic, etc., are next 
in frequency. 

There is one type of rectal obstruction that does 
not seem to be very well known or understood. 
Miles, Gabriel and other English proctologists have 
called attention to an anal constriction, not a complete 
obstruction, that is quite common. This constriction 
is due to a fibrosis of the pecten, doubtless caused by 
infection of the crypts in this area. Most of these 
cases will admit the finger, though possibly with some 
discomfort. A more careful examination of the anal 
canal will show a constriction, not of the whole anal 
lining, but of only a very narrow band near its center. 
It feels much like a string tied around the anal canal. 
This is what Miles and others call fibrosis of the 
pecten, or pectenosis. This condition is probably one 
of the chief causes of fissure. The area, having lost 
its elasticity, tends to tear instead of stretch. It is 
also the probable cause of more reflex disurbances than 
any other one rectal condition with which | am ac- 
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quainted. It is, seemingly, a minor affair, hence is 
often overlooked. 

While lymphogranuloma inguinalae is interesting, 
important and rare, pectenosis is interesting, important 
and very common. 

Minnie Perlstein (Chicago): From January, 1932, 
until May, 1933, we have seen thirty-five patients with 
lymphogranuloma inguinalae. These patients have been 
seen at the Cook County Hospital and the University 
of Illinois. Of those, about twenty are women and 
fifteen are men. Of the twenty women, three are white 
and the rest are colored. Of the men, it is about 50-50, 
half white and half colored. The cases have all been 
Frei positive and in three instances we have had post- 
mortem examinations to substantiate the diagnosis of 
lymphogranuloma inguinalae. I shall try to limit this 
discussion to those cases which I think are of interest 
to you gentlemen as surgeons. 

In men the primary lesion on the penis is usually 
of very short duration and is usually not noticed by 
the patient. We have had two cases of inguinal 
adenitis where the primary lesion was still present. 
The superficial lymphatics draining the external geni- 
talia are involved about three weeks later and a sub- 
acute suppurative adenitis results. This is usually 
unilateral but may be bilateral. The affected glands 
may involute spontaneously, but as a rule they sup- 
purate and drain. The process of suppuration and 
healing goes on simultaneously and the typical pic- 
ture of parallel fibrous bands with sinuses in the in- 
tervening sulci results. 

In women the clinical picture is different. If the 
primary lesion is in the vulva, the drainage to the in- 
guinal lymphatic glands and a marked elephantiasis 
of the vulva results, called “Esthiomene or Ulcus 
Vulvae Chronicum Elephantiasticum.” The inguinal 
glands may or may not ulcerate. However, in women 
the primary lesion is usually intravaginal. The lym- 
phatic drainage is therefore to the deep lymphatic 
glands, the perirectal and perianal lymph glands. These 
glands suppurate and by compression cause a rectal 
stenosis and pelvimetritis. As the process of fibrosis 
goes on, a rectal stricture develops due to the ex- 
ternal compression of the rectum and the direct in- 
volvement of the rectal lymphatics. This rectal stric- 
ture is usually found about 3 cm. from the anal ori- 
fice. The rectal mucosa from the site of stricture to 
the anal orifice is granular due to the involvement of 
the submucous rectal lymphatics. This sequence has 
been described by Jerslid as the genitorectal syndrome 
of lymphogranuloma inguinalae. Clinically the patient 
Presents all the signs of rectal stricture. There may 
be a secondary involvement of the perianal lymphatics 
and the lymphatics of the skin of the surrounding 
area with the formation of draining sinuses of the 
buttocks, fistulo in ano, and rectovaginal fistulae. If 
the process of ulceration is extensive, an ulcerative 
colitis develops with all the concomitant symptoms. 
We have had one woman with just this picture come 
‘o autopsy. Only last week a patient with a rectal 
stricture was operated on at the County Hospital after 
a diagnosis of lymphogranuloma inguinalae was made. 


The patient came in complaining of pain in the ab- 
domen and diagnosis was made of pelvic abscess. The 
surgeon discounted lymphogranuloma inguinalae as 
the etiologic factor and on operation found multiple 
abscess in the lower abdominal cavity connecting with 
the perirectal glands. The diagnosis of lymphogran- 
uloma inguinalae was substantiated at autopsy twenty- 
four hours later. 

We make a plea to the surgeon that in the presence 
of lymphogranuloma inguinalae he does not operate 
until the patient’s clinical condition has improved, 
otherwise these patients will not survive surgical in- 
terference. 

The Frei test is not an autogenous test. We do not 
use pus from the glands to inject or test the same 
patient. Frei material should give positive Frei tests 
in any patient with lymphogranuloma inguinalae. 

From the standpoint of treatment, we have been 
doing a great deal of work with Frei antigen. This 
is given intradermally with excellent therapeutic re- 
sults. 

Dr. M. H Streicher, Chicago (closing) : In answer- 
ing Dr. Hinckle I wish to say that I do not have any 
colored patients in my private practice. I do not, 
however, resent having them. If one does institu- 
tional teaching as we do at the University of Illinois 
it is natural that we see colored patients at the clinic. 
Dr. Hinckle is apparently not acquainted with the fact 
that lymphogranuloma inguinalae occurs in the white 
also. If you have seen rectal work, you have seen a 
case with multiple fistulae that do not heal; these 
cases very often have a positive Frei test and ter- 
minate in suppuration and subsequent rectal obstruc- 
tion. About two years ago I operated on a white pa- 
tient with one rectal fistula, one I thought was non- 
specific in origin. I have learned differently since, for 
that patient now has several discharging fistulae with 
a rectal obstruction. At that time I did not know of 
the Frei test and was not fully aware of the associ- 
ated rectal syndrome of lymphogranuloma inguinalae. 

We have asked Dr. Ewert in Dr. Charles McKen- 
na’s department if they see these cases, inasmuch as 
they have seen cases of buboes; apparently the urolo- 
gist does not see them. The dermatologists are well 
acquainted with this entity in Chicago and elsewhere 
as well as the proctologists. 





Rastus: “Ah done hear yo’ stayed in de haunted 
house last night. What happened?” 

Sambo: “About two o’clock Ah woke up an’ a 
ghost came frew de side wall es’ if de wall wasn’t 
dere.” 

Rastus: “An’ what did yo’ do?” 

Sambo: “Boy, Ah went frew de other side wall de 
same way.” 





“Poetry should be written on one side of the paper 
only, shouldn’t it?” asked a young versifier. 

“That depends on the poetry,” replied the editor, 
wearily. “Lots of it shouldn’t be written on either side.” 





138 ILLINOIS MEDICAL JOURNAL 


THE PROPER EDUCATION AND REGIS- 
TRATION OF X-RAY TECHNICTANS* 
(ienTZ Perry, M.D., 

EVANSTON, ILL. 

Following the discovery of the x-ray by Wm. 
Conrad Roentgen in November, 1895, all classes 
of scientific workers became interested in the 
study of the x-ray and many inventive minds 
proceeded to make practical applications of the 
newly discovered ray. Each worker followed 
his own plan of procedure because there were 
no individuals trained or experienced in any 
way in either technical or medical lines. 

It was but natural that many physicians 
earnestly tried to use the x-ray as an aid in 
their professional work. The large majority of 
these efforts were made to use the x-ray as an 
aid to diagnosis. Many laymen, especially 
photographers and chemists, soon became quite 
proficient in producing x-ray negatives. These 
individuals became, in some eases, an aid tod 
the physician. In other cases they became com- 
petitors of the physician. 

The physician, because of his intimate know]- 
edge of the structure and functions of the human 
body and of the results of the diseases and in- 
juries to which the human body is exposed, was 
much more capable of using the x-ray for diag- 
nostic work than was the layman. On the other 
hand, the layman could devote more time to the 
technical study of the x-ray apparatus and the 
physical and chemical problems of making x-ray 
negatives than could the busy physician who 
was engaged in the practice of medicine. 

For these reasons laymen often produced bet- 
ter x-ray negatives than the physicians them- 
selves could make and thus became, in a manner 
at least, competitors of the physicians instead 
of honest assistants to and helpers of the med- 
ical profession. In this manner, many of the 
early lay workers in the x-ray field actually tried 
to enter the practice of medicine by means of 
their technical skill in making x-ray views of 
different parts of the body and then trying to 
interpret the films as a diagnostic procedure. 
The layman’s lack of knowledge of the structure, 
functions, and pathology of the human body 
makes his attempts to interpret x-ray films a 
dangerous procedure, and yet this pernicious 
evil is still being carried on in some places. 


Med. State Society, 


* Read before Section on Radiology, Hl. 
7, 1933. 


Peoria, May 17, 
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While we are gradually eliminating this evu, 
there are still a number of x-ray laboratories 
conducted by laymen in various parts of the 
country. These commercial x-ray laboratories 
are most numerous in the larger cities; they 
Hourish under a variety of names and combina- 
tions, and it is with much regret that I am 
obliged to say, that these commercial labora- 
tories are, in some cases, patronized by otherwise 
sensible and upright physicians. 

The medical profession can and should elimi. 
nate the evils of commercial x-ray laboratories 
and of laymen practicing medicine under the 
guise of ‘‘X-ray Laboratories,’’ ‘‘X-ray Spe- 
cialists,’’ ete. 

It is, of course, much more easy to suggest 
the correction of existing evils than it is to 
actually make such corrections. However, when 
I have finished this presentation of facts, which 
will be placed before you in the next few min- 
utes, I shall have placed before you a prac- 
tical plan of eliminating the evils that have just 
been mentioned. 

While this correction of these evils and their 
menace to the public health and welfare will 
require the patient and united cooperation of 
the medical profession as a whole, yet it will be 
of so much value to the medical profession 
directly, and of such great value to the public, 
that the results to be gained are not only self- 
evident, but of such importance as to merit the 
united and persistent support of the entire 
medical profession. 

Let us recall briefly a few historical facts: 
1. The old time physicians had various and sun- 
dry helpers, many of whom were ignorant, 
dishonest, and undesirable individuals. These 
conditions were so bad and so much in evidence 
that a person acting as a nurse in those days 
was looked down upon as a person to be more 
or less shunned by respectable society. 

To Florence Nightingale, whose 113th birth 
anniversary we celebrated on the 12th of this 
present month, should be given the credit for 
developing the science of the training, registra- 
tion and supervision of the modern nurse. 

The terrible Crimean War in Europe, fol- 
lowed by the equally terrible Civil War in our 
own country, were the impelling events that 
led this remarkable woman to devote her life 
to the development of the training and organiz- 
ing of the profession of nursing. 
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The World War has been the big factor in 
starting an equally important movement to 
properly train, register, and supervise the very 
modern profession of radiography. 

During the World War the U.S. Army Medi- 
eal School very successfully undertook the work 
of training x-ray technicians. Many of us medi- 
cal officers specializing in radiology in the U.S. 
Army, especially those of us in the heavy and 
severe service in the A.E.F., were so greatly 
and successfully aided by these trained x-ray 
technicians that we became convinced of the 
practical value of such trained assistants, especi- 
ally when these assistants were also honest and 
loyal in the discharge of their duties, as were 
the ones trained in the Army Medical School. 

Shortly after the World War we developed a 
plan for the double purpose of properly organ- 
izing and supervising these x-ray technicians, 
and of assisting said technicians to secure suit- 
able employment in eivil life in first-class x-ray 
departments, laboratories, and offices. 

Under the guidance of the medical profession, 
“The American Registry of Radiological Tech- 
nicians’’ was thus established. 

Time will not permit me to describe in detail 
the historical development of this Registry 
Board nor the full technie of its work. It has 
been organized by the combined efforts of the 
three large National Radiological groups of 
physicians in this country and the Section of 
Radiology of the A.M.A. It is thus founded 
upon a strictly medical basis, and its organiza- 
tion and activities are of the most broad-minded 
and professional scope that it is possible to at- 
tain. The present personnel of The American 
Registry of Radiological Technicians is as fol- 
lows: President of the Board, Dr. H. B. Pod- 
lasky, Milwaukee, Wis.; Vice-President of The 
Board, Dr. Robert Arens, Chicago; Secretary, 
Dr. Ernst A. Pohle, Madison, Wisconsin; Ex- 
aminer, Dr. Geo. M. Landau, Chicago; Execu- 
tive Secretary of The Board, J. R. Bruce, Saint 
Paul, Minn. 

Every x-ray technician registered by this 
American Registry of Radiological Technicians 
is carefully examined, and his or her record and 
standing fully investigated before the Board 
accepts said applicant for registry. Further- 
more, all such registered x-ray technicians are 
kept under eareful supervision. They take a 
pledge to do no film interpretation nor to do 
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any x-ray work of any kind except under the 
direction of an ethical physician in good 
standing. 

All of these x-ray technicians, or Radiog- 
raphers, are kept under constant supervision, 
and in ease they do not live up to the standards 
above mentioned, their registry is cancelled. 

It is thus very plainly evident that any 
physician employing an x-ray technician can 
make certain of getting a competent and reli- 
able technician by employing one who is regis- 
tered as above explained. Both male and female 
technicians may be thus obtained, and at no 
greater cost than the physician often pays for 
incompetent help. You can ascertain the exact 
present standing of any registered x-ray tech- 
nician by writing to J. R. Bruce, Executive 
Secretary of The Board, 2642 University Ave- 
nue, Saint Paul, Minn., provided you enclose 
stamp for a reply. 

I now come to another very important part of 
this discussion :—What the nursing profession 
owes to Florence Nightingale, the radiographers 
profession owes to Mrs. Emma Cutts Grierson. 
Born in Wisconsin where she received her ele- 
mentary and college education, Emma Cutts 
came to Chicago and took a regular course of 
nurse education and training at Cook County 
Hospital. She then located in Saint Paul, Minn., 
where she worked as a professional registered 
nurse for many years. 

After her marriage she also became interested 
in technical x-ray work and organized the 
Northwestern Society of Radiographers. She 
later helped to organize the American Society 
of Radiographers and was its President for 
several years. Through her efforts only the very 
best of the x-ray technicians were enrolled in 
this American Society of Radiographers, and 
she upheld a high standard of professional and 
moral ethics. She also established a very credit- 
able scientific little Journal, called The X-Ray 
Technician, as the official journal of the Society. 
She was the editor of this journal at the time of 
her death. 

As before stated, The American Society of 
Radiographers is composed of the older and 
better class of x-ray technicians of America. 
Its membership embraces Canada as well as 
Mexico and the Central American countries. 
This Society which now has 468 members in 
good standing, is very earnestly supporting 
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The American Registry of Radiological Tech- 
nicians. That Board, in return, recognizes the 
value of the highly ethical organization of the 
American Society of Radiographers. Any prop- 
erly trained and efficient x-ray technician of 
good moral standing, who is not connected with 
a commercial x-ray laboratory, or other un- 
ethical x-ray work, may become a member of 
The American Society of Radiographers. 

At the annual meeting of that Society, held 
in Saint Paul, Minn., in May, 1931, The Ameri- 
ean Society of Radiographers created The 
Council on Education and Registration to plan 
a comprehensive course of study and training 
for the development of future x-ray technicians. 
In order to show you how broadminded, practi- 
eal and loyal. to the medical profession this 
Society of Technicians is, I want to inform you 
that they invited three Radiologists, Dr. B. C. 
Cushway of Chicago, Dr. Roy Kegerreis of Oak 
Park, Ill., and myself to beeome members of this 
Council on Education and Registration, and 
thus placed the matter of their future develop- 
ment and registration very largely in the hands 
of the medical profession. 

We have had several official meetings of this 
Council on Edueation and Registration and 


have, we believe, worked out a practical course of 
study and training for x-ray technicians. This 
course of study and education was presented to 
The American Society of Radiographers at their 
seventh annual meeting held in St. Louis, Mo., 
in May, 1932, and was formally approved of by 
the Society in executive session. 


The full text of this course of study and 
training was published in the July, 1932 num- 
ber of The X-Ray Technician. I shall hand in 
the full text of this outline of study and train- 
ing with this paper, but, unless so requested, 
shall not take up your time to read it now. 


COURSE OF STUDY AND TRAINING FOR 
X-RAY TECHNICIANS 


QUALIFICATIONS OF APPLICANTS 


A. All candidates admitted to this course must be at 
least twenty-one years of age and have as good health 
and personality as is required of candidates for admis- 
sion in the first class Nurses Training Schools through- 
out the country. 

All candidates for this course in radiography must 
present a written application for this course so that the 
application and qualifications of said candidate be made 
a matter of record. These applications must show that 
tne candidate possesses a diploma of graduation from 
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an accredited High School and that such candidate has 
successfully finished the subjects of physics, algebra, 
geometry, physiology and chemistry as they are or- 
dinarily covered in the average High School course. 

In addition to this basic requirement, said candidate 
must be either: (1) A graduate nurse; (2) a person 
who has successfully finished at least two years of the 
regular course of training in an accredited Nurses 
Training School; or (3) a person who has successfully 
finished the first two years of a college course in science, 
preference to be given to candidates for this course in 
radiography in the order named. 

B. This course in radiography is to be given only in 
hospitals of at least one hundred bed capacity and main- 
taining an accredited Nurses Training School, or in 
large medical Clinics approved of by both the Council 
on Education and Registration and by The American 
Registry of Radiological Technicians. 

C. The time of this course is to be one full calendar 
year. The work to be divided between the various sub- 
jects of training approximately as designated in the time 
allotment shown after each subject named in the 
course, it being understood that certain subjects may be 
studied concurrently with other activities of this course 
as may best fit in with the activities of the school or 
X-ray department where the course of instruction is 
being given. It is, however, distinctly understood that 
all students taking this course in radiography are to 
devote their entire time and energies to this course and 
are not to be expected nor permitted to do any other 
work during the entire vear that they are taking this 
course. 

D. The course of instruction is to cover the follow- 
ing subjects in approximately the order‘and time desig- 
nated below: 

CONTENT OF COURSE 

Theory—3 months 

Practical work—9 months 


SUBJECTS TAUGHT 

1. General elementary anatomy and cs‘eo'ogy., re- 
gional and surface anatomy—12 weeks. 

2. Physiology—12 weeks. 

3. Nomenclature and terminology—full year. 

4. Fundamentals of physics and electricity, including 
light and X-rays-—12 weeks. 

5. Roentgen apparatus and mechanics—40 weeks. 

6. X-ray tubes and production of X-rays—4 weeks. 

7. Dark room chemistry and technic—12 weeks. 

8. Basic technic factors and development of technic 
for all standardized procedures in radiography, and 
demonstration and practice of exposure technic for 
various parts of the body; rapid, slow, soft tissue work, 
etc., including effect of the factors of technic—kilovolts, 
milliamperes, distance, time—40 weeks. 

9. Bedside unit—construction, operation and _ technic 
—4 weeks. 

10. Electrical and radiation dangers and protection; 
trouble shooting—40 weeks. 

11. Positioning—40 weeks. 

12. Filing records; record keeping, history taking 
typing—12 weeks. 





f 
all 
Reg 
com 


it, 1933 


ate has 
Igebra, 
ire or- 
urse. 

ndidate 
person 
of the 
Nurses 
»ssfully 
science, 
urse in 


only in 
| main- 

or in 
“ouncil 
1ericall 


ilendar 
1s sub- 
le time 
in the 
nay be 
course 
100! or 
tion is 
d that 
are to 
‘se and 
- other 
ig this 


follow- 
desig- 


luding 


eks. 

veeks. 
S. 
echnic 
, and 
ic for 
work, 
volts, 


echnic 


ction; 


king 


August, 1933 


_ Ethics; department management—12 weeks. 
. Calibration of machine—4 weeks. 
5, Preparation of patient—12 weeks. 

. Technic of fluoroscopy—4 weeks. 

7, Management of casts and splints—12 weeks. 


GENERAL PLAN OF COURSE 
I 
Rotating Service with new students admitted every 
three months or every six months, depending upon the 
size of, and amount of work done by, the institution giv- 
ing the course of training. 
II 
Dark Room—Chemistry ; care of screens and films; 


developing. 
III 


Office—Filing; typing and record keeping; waiting 
upon attending physicians; history taking and making 
of appointments, etc. 


IV 
Junior Technician Service—Keeping linen in order 
and assisting in keeping X-ray equipment clean and in 
order; preparing opaque enemas, under the supervision 
of Senior Technician, and assisting with fluoroscopic ex- 
aminations; doing simple radiographic work on ex- 
tremities. 


Vv 

Senior Technician Service—Preparing opaque ma- 
terial for gastro-intestinal examination ; supervising and 
assisting junior Technician in all of the latter's activi- 
ties; taking care of all important radiographic work, 
such as gall-bladder and gastro-intestinal cases, chest 
films, head films of all kinds, all stereoscopic film work 
and all soft tissue and other particular technic. 

VI 

Therapy Service—Senior technician assisting the 
radiologist in therapeutic use of X-rays and radium; 
also taking care of dental radiography and bedside unit. 

I trust that I have made it plain to all of you 
that if you will employ only registered x-ray 
technicians, or only those physicians who em- 
ploy registered x-ray technicians, you can, in a 
very few years, eradicate the dangerous nui- 
sance of commercial and lay x-ray laboratories. 

In closing permit me to state that all members 
and officials of the Board of The American 
Registry of Radiological Technicians and also 
all members of The Council on Education and 
Registration are serving without any pay or 
compensation of any kind except that of a satis- 
fied concience of having performed our duty in 
the service of and for humanity. 

Furthermore, the above organizations func- 
tion for the whole of North and Central America. 
We have thus far succeeded in keeping these 
things completely out of the hands of all local, 
state or national politicians. It is our earnest 
desire to keep these activities on a strictly pro- 
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fessional basis, and we are definitely and posi- 
tively opposed to any and every form of state 
licensing or other political registration of x-ray 
technicians. 

We feel that it is not only the duty of the 
entire medical profession to give these matters 
your undivided support, but we believe that we 
have shown you a practical way to eliminate 
the Commercial X-ray Laboratories and dis- 
honest lay x-ray technicians. 


DISCUSSION 


Henry Grote (Bloomington) : I think there was not 
enough truth told in the paper, in regard to the presen- 
tation of conditions as they are. Probably the great mis- 
take at the beginning of roentgenology was the fact that 
large educational institutions did not take hold of it and 
put at least the fundamentals of radiology in their 
courses. The result was that not only the man that was 
scientifically inclined, but also the adventuresome or the 
curious, then the desperate, came into the field and they 
played with it. The result was they simply raised a crop 
of dragon’s teeth which has existed for quite a long 
period, It is only recently that we have been able to 
get really trained technicians. 


In the medical profession we have had several 
different kinds of doctors, we have had the ignor- 
ant, the dishonest man, then we have the very 
brilliant man who is also sometimes dishonest, those 
men who employ any one who are “yes” people; in 
other words, “yes” technicians. I do not know that 
there is going to be a millennium reached very soon in 
which we are to have absolutely intelligent, honest 
technicians. I do not believe that will happen as long 
as we have the ignorant in the profession, as long as we 
have the brilliant, dishonest man, because he is going 
to develop these dragon’s teeth. 

Personally, I hope that this plan will work out rap- 
idly. I think it ought to be published. It is a very 
meritorious effort and it has absolutely honest men 
back of it. 

There is one other consideration. The reason that 
we have the commercial laboratory and the reason that 
we have the dishonest technicians, and by that I mean 
the “yes” technicians, is the fact that the hospitals are 
largely in control of the manufacturers. They have 
over-sold the country on x-ray equipment, as well as 
hospitals. With the control of the majority of hospitals 
by the manufacturers, it would be very difficult to pro- 
duce an honest, smart, intelligent technician, I think 
that might be incorporated in the report of the Council 
and those who are not afraid of manufacturers will 
certainly not be afraid to say something along that line. 
Personally, I am not in very good standing with any 
manufacturers because I do voice these sentiments. The 
one sentiment they don’t like is the fact that they cannot 
sell brains with the equipment. 

B. C. Cushway (Chicago): You know this is the day 
of the new deal. Why not give the radiological tech- 
nician and radiology a new deal? There is one thing I 
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think we should make up our minds to do as physicians ; 
to try to disassociate ourselves from the lay worker and 
from the layman in any association in medical work. We 
have had expressions from those who have spoken 
previously about the mistakes we made early in taking 
lay people in and training them ta be our assistants in 
radiological work. We naw have a plan on which the 
Council of Education has spent a good deal of time and 
thought. We feel it is a good thing. We certainly wish 
you would cooperate in this problem, 


There are two separate problems. The first is the 
educational equivalent of the technician or the tech- 
nician to be, whom we are to take into training. We 
know in all lines of endeavor, industrial and com- 
mercial work, the higher standard of education is ab- 
solutely necessary and it is getting higher and higher. 
Certainly we who are professional men and working 
with scientific apparatus can do no better than to fall in 
line with industry. 


Aside from the problem of the preliminary educa- 
tional training of the potential technician is the second 
problem, which is the training itself. The training must 
be of a sufficient length of time spent in the theoretical 
and practical side of the work to enable the technician 
to have a thorough understanding of the problem. 

Strange as it may seem, there are radiologists in the 
country who do not feel very kindly toward having 
technicians trained by any one other than themselves, 
and this seems rather a narrow-minded outlook on the 
subject. This same condition existed in medical training 
years ago. As we all know, a man who wished to en- 
gage in the practice of medicine went in as understudy 
with a preceptor and was trained by one man. In the 
early days of nursing the same condition existed. We all 
feel there are many advantages in the present training 
for the practice of medicine, also the training of nurses 
for the practice of nursing. 

I would like to add, in conclusion, that this plan has 
been worked out through the wishes of the technicians 
themselves who are very cooperative, and have a keen 
sense of appreciation of what this problem means. It 
has also been worked out through the Council of Edu- 
ation and with the cooperation of the registry board. I 
hope you will give this subject favorable consideration. 

Dr. Perry (closing the discussion): I think Dr. 
Grote’s bringing out the matter of the “yes” technician 
is a very fine thing. You know all the hospitals, at least 
ninety per cent, are trying to use their x-ray depart- 
ments as a source of revenue. To that end they 
are not only using technicians but physicians. This 
very pledge which the technicians take, if they register 
with the American Board, prevents them from being 
“yes” technicians. They have to function ethica!ly 
whether their employes want them to or else they are 
dropped from the registry. I have had a number of in- 
stances of that type come up. 

In regard to the technicians coming under the manu- 
facturers, I have only told you the pleasant features of 
this. 


I have had so many absolute quarrels, personal dis- 
cussions with some of the x-ray salesmen and manu- 
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facturers that some of them won't speak to me any 
more. 

The x-ray manufacturers are to blame for a lot of 
this. There is high pressure salesmanship placing X-fay 
equipment into the hands of everybody who will buy, 
Taking the office girl and training her to be a tech- 
nician in a few weeks is one of the most pernicious 
things we have had to encounter, and, believe me, we 
have fought it hard. I do not wish to tell you about a 
lot of destructive things we have gone through, but you 
are absolutely right in that respect. I heartily concur 
with everything that has been said in these discussions. 

Dr. Arens brought out the matter of the Kentucky 
board. These State Boards are a pernicious evil. There 
is an x-ray technician in Chicago who is taking in every- 
body he can take in, gives them four weeks of training 
and a very beautiful diploma, signed not only by himself 
but by the superintendent of the hospital where he 
works. 

I wish to thank you for the interest you have taken 
in this subject. 





FINDS SOAP AND WATER VALUABLE 
GERM KILLERS 


Common ordinary soapsuds, particularly hot ones, are 
extremely good agents for killing germs, Dr. John E. 
Walker of Opelika, Alabama, has recently reported to 
the American Medical Association. The germs of pneu- 
monia, meningitis, diphtheria, syphilis, gonorrhea, influ- 
enza, and the streptococcus germ were all killed in about 
two minutes by comparatively weak solutions of soap in 
cool water, Dr. Walker found from his own and other 
investigations. 

The soapsuds compared favorably with many newly 
synthesized chemicals in germ-killing power. The brand 
of soap apparently made no difference, brown laundry 
soap, floating white soap, perfumed toilet soap, cocoanut 
oil and olive oil soaps, and soap made according to the 
standards of the U. S. Pharmacopeia were equally effec- 
tive. 

“When properly used for cleaning the hands or for 
washing eating utensils, soaps are undoubtedly potent 
factors in preventing the spread of diseases due to these 
organisms,” Dr. Walker concluded. 

However, the germ of typhoid fever and the staphylo- 
coccus organism are not destroyed by soaps, he added.— 
Science Service. 

The only time a pedestrian ever has the right of way 
is when he is en route to the hospital in an ambulance. 
—Greensboro (Ga.) Herald-Journal. 

The idea is advanced from New York that hardware 
dealers sell drugs in competition with drug stores 
that sell hardware. This might be a sort of counter ir- 
ritant—W eston (Ore.) Leader. 

Tex Guinan’s appeal to “give the little girl a hand’ 
might have helped the dear little creature a lot had the 
hand landed on the right spot—New Orleans States. 

Scientist says that this universe is made up of protons, 
photons, electrons, and neutrons. He forgot to mention 
the morons.—Dunbar's Weekly. 

Singing increases the blood-pressure, declares a South- 
ern doctor, but he doesn’t say whose.—Boston Herald. 
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WHAT IS BLINDNESS? 


\ PLEA FOR THE MORE FREQUENT USE OF SIGHT 
SAVING CLASSES IN THE PUBLIC SCHOOLS* 
A. L. Apams, M.D., 


Ophthalmic Surgeon to the Illinois School for the Blind 
JACKSONVILLE 


When it is considered how long the standard 
of normal vision has been established, is it not 
strange that there should not be a more definite 
idea of what really constitutes blindness ? 

It has been described ‘‘ As an incurable total 
loss of sight.’’ The popular definition of it how- 
ever is, ‘‘That condition in which the sight is 
so diminished that any occupation requiring 
the use of the eyes is impracticable.’’ 

The Workmen’s Compensation Act, the vari- 
ous Blind Pension Acts, and the laws govern- 
ing the education of the blind, call for an exact 
definition of blindness. 

In deciding whether or not a given person is 
blind it is often necessary to fall back on legal 
interpretation, to find out the intent of the law. 

Maine defines blindness as ‘‘less than 1/10 
vision,’’ 20/200 Snellen. In Missouri, blindness 
is defined as ‘‘Vision not greater than light 
perception.’’ Nebraska defines a blind person 
as ‘‘One who is destitute of useful vision so as 
to be incapacitated for the performance of 
labor, rendering such person incapable of earn- 
ing a support.’? Ohio, New Hampshire, Ne- 
vada, California and Idaho define a blind per- 
son as one who has a defect of vision incapaci- 
tating him to earn the necessities of life. 

Educational blindness is present when the 
person cannot, because of loss of vision, receive 
an education in the publie schools. Efforts have 
been made to establish a definite limit in visual 
efficiency. Some authorities would place this at 


20/200 or 1/10 vision. Others would place it 
at 20/70th. 


Mr. Lewis H. Carris (managing director of 
the National Society for Prevention of Blind- 
ness ) says in one of his reports: ‘‘In general, 
it is considered expedient to call a person blind 
who has only 1/10 of visual acuity. But what 
about those of us who do not know what one- 
tenth of vision means, and how to measure 
sight? Then again, it is not sufficient to con- 


P *Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, Peoria, May 17, 1933, 
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sider only the degree of vision; the extent of 
the visual field is an element of highest im- 
portance, and there are other factors to con- 
sider as well. It is necessary in censuses that 
each doubtful case be considered by a specialist 
with his complicated equipment in order to 
control these various standards.”’ 

Mr. Carris quotes the following definition of 
blindness from ‘‘Handbook on the welfare of 
the Blind in England and Wales’’: ‘‘The Min- 
istry of Health in circulars 681 and 780 ex- 
plained the principles which they adopt in de- 
ciding whether a person is too blind to per- 
form work for which eye sight is essential. 
Briefly, only visual factors can be taken into 
account and other bodily or mental infirmities 
should be disregarded.”’ 

Where the acuity of vision (refractive error 
being corrected) is below one-twentieth of nor- 
mal (3/60 Snellen), the person may be usually 
regarded as blind. Where the acuity is better 
than 6/60 (Snellen), the presumption is that 
the person is not blind unless there are such 
counterbalanecing visual conditions as great 
contraction of the field of vision marked by 
nystagmus, ete. ‘‘The test to be applied is not 
whether a person is unable to pursue his ordi- 
nary occupation, or. any particular occupation, 
but whether he is too blind to perform work 
for which eye sight is essential.’’ 

Dr. Edward Jackson, in the American Jour- 
nal of Ophthalmology, March, 1933, says: ‘‘To- 
tal blindness, loss of all light perception is en- 
tirely different from economic blindness—in- 
ability to perform any work for which sight is 
essential; or from educational blindness—too 
blind to read the ordinary school books used 
by children. It has been attempted to fix the 
limit of blindness at a certain fraction of full 
visual acuity at a distance at less than 6/60 
or 1/10. But to ignore the field of vision and 
the light sense, admits grave confusion and in- 
justice. ’? 

In discussing the certification of blindness, 
N. Bishop Harman, of London (The Medical 
Officer, Dee. 24, 1932), who has done much to 
prevent blindness and assist the blind, men- 
tions three eases that illustrate the practical 
diffieulties encountered. A woman with chronic 
glaucoma, V—6/9; but with field limited to 5° 
from the fixation point, can read when she can 
find the place; but cannot walk without being 
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led and eannot shake hands with a visitor. 

A country parson, with central senile choroi- 
ditis and central V—0, but a good peripheral 
field, has complete freedom of movement, and 
knows his prayer book; and so goes about and 
performs all his parish duties. A volunteer of- 
ficer with retinitis pigmentosa, had full vision 
and good fields, by daylight, but had to be led 
when marching at night. 

Organic blindness due to ocular lesions can 
be recognized or excluded with certainty. But 
psychic blindness, as illustrated by ‘‘Shell 
Shock’’ and hysteria may puzzle or defeat the 
most experienced diagnostician. Seeing is done, 
not with the eye, but with the brain. The great 
mass of cerebral convolution, that have devel- 
oped with accurate macular vision, explains 
the enormous influence of vision upon all our 
consciousness; and suggests the possible influ- 
ences of cerebral function upon vision. 

Perhaps the broad practical definition for 
blindness is important deficiency of useful 
vision. In Schools for the Blind it is recognized 
that a large proportion of children have some 
sight. Harman says, ‘‘Where there is no full 
provision for children with defective sight, and 
no choice between elementary school and the 
Blind School, it is inevitable that border-line 
eases will be drafted into the Blind Schools. 
The certification of blindness in children can 
rarely be final. It should always be recognized 
as provisional and subject to revision. No sharp 
and permanent line can be drawn between blind 
and seeing, either by a formal definition, or a 
scientific test; and it is not desirable that there 
should be a discrimination.’’ 

The majority of those called blind can find 
satisfaction and usefulness in the exercise of 
the remnant of vision they do possess. The 
most that can be done for them is to help them 
keep and use what sight they have. When it 
becomes necessary to discriminate between the 
seeing and the blind, for purposes of education 
or care, each case should be carefully studied 
for itself by a person trained and experienced 
for such examination, both as to ocular condi- 
tions present, and as to other abilities and sur- 
roundings. 

As examiner of the eyes of those making ap- 
tlieation for entrance to the Illinois School for 
the Blind, I have been deeply interested in this 
problem and feel that much can be accom- 
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plished by a consideration of these questions 
presented to you today. 

The decision as to the advisability of having 
a child with defective vision continue with his 
handicap in the public schools or to send him 
to the School for the Blind is often not easily 
made. It should depend not only on the actual 
eye conditions present, but on the probable out- 


come. We know that the vision in some chil. . 


dren will in all probability improve, while in 
others, even though the vision is fairly good, 
we know it will inevitably become worse. The 
field of vision and the light sense must be eare- 
fully considered. 

There should always be an opportwuity for a 
revision of opinion; should the vision improve 
and the eyes be in a condition of health the 
student should return to a sight saving class or 
to the public school. 

As the children come from all parts of the 
State it is important that competent advice 
should be had as near their homes as possible 
before application is made to enter the School 
for the Blind. By this examination the amount 
of vision present, the necessity for treatment 
or operation would be determined. 

I would recommend to the Board of Public 
Welfare the appointment of official examiners 
in all the larger cities of the State, who should 
be members of the Eye Section of Illinois State 
Medical Society who would make the prelimi- 
nary examination of the eyes of those desiring 
to make application for admission to the School 
for the Blind. The final decision to be made by 
the Ophthalmologist in charge at the School, 
after sufficient time for examination and ob- 
servation. 

The ophthalmologist of the School for the 
Blind or of Sight Saving Classes. should be 
given the findings of these examinations by the 
examiners of the blind before an application is 
made for their admission. A moderate fee 
should be paid to these examiners by the state, 
for this service. 

From the larger cities most of the applicants 
have had competent advice from physicians and 
social service agencies, but often those coming 
from the country or small towns have the ap- 
plication made out by a neighbor, visiting nurse 
or an optometrist with the question as to the 
cause of blindness answered by ‘‘Fever,” 
‘‘Sore Eyes,’’ ‘‘Had a Fall,’’ or ‘<Ton’t 
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Know’’ and the query as to the amount of 
yision is answered by ‘‘Poor,’’ ‘‘Can See Large 
Print,’’ ‘‘Can see to get about.’’ 

The physician near home has the opportunity 
of getting more or less history from the parent 
or guardian, which is of great importance in 
determining the cause of blindness. ‘When we 
find both eyes shrunken to the size of small 
buttons or even enucleated, and no history at- 
tached, the ‘‘ Undetermined”’ in the records be- 
come understandable. 

The basic law providing for the Education 
of Blind or Deaf Children is as follows: 


EDUCATION OF DEAF AND BLIND 
CHILDREN 

An Act to make provision for the education of deaf 
and blind children. (Filed June 28, 1917. L. 1917, P. 
734). 

683. DUTY OF PARENTS OR GUARDIAN. 
Section 1. Be it enacted by the People of the State of 
Illinois, represented in the General Assembly; It shall 
be the duty of every parent, guardian or other person, 
having the control or charge of any child in this state 
between the ages of eight and eighteen years, who is 
deaf or blind, or whose hearing or vision is so defective 
as to make it impracticable to have such child educated 
in the ordinary public Schools of this state, to send such 
child to some school under private or public supervision, 
where special provision is made for the education of the 
deaf or blind; if there be such a school within the 
county where such child resides, then such child may be 
sent thereto, but if not, then to some other convenient 
school of that character, within the state or to the 
Illinois School for the Deaf, or to the Illinois School for 
the Blind, at Jacksonville. Provided, that nothing here- 
in shall require a child not physically or mentally com- 
petent to be educated, to be so sent. 

(Smith-Hurd, 1929—Chapter 122, Article 682, Sec- 
tion 1, Page 2727.) 


The opportunity for difference of opinion in 
the interpretation of this law can be easily seen. 
Given a child with even slightly defective vi- 
sion, with an active mind and full of mischief, 
who fails to keep pace with his fellow students, 
a teacher overworked with from forty to fifty 
pupils, a visiting nurse and the stage is set for 
another applicant for the School for the Blind. 

On the other hand, it is not at all unusual to 
have the field workers find a blind child whose 
parents had never heard of a School for the 
Blind. 

During the past year among 250 pupils in 
the School for the Blind 109 either had no 
vision or light perception only. Seventy-three 
could only count fingers. Fifty-five had vision 
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with correcting glasses of 20/70 to 20/200. 
Thirteen had vision of 20/70 or better. 

Of those having vision better than 20/70 
three had high myopia. One had vision of 
20/30, contracted fields and night blindness. 
One had vision of 20/45 with coloboma choroid 
and nystagmus. Several had congenital cata- 
ract; with correction had vision of about 20/45. 
One with vision of 20/60, had macular changes. 
Five had vision of just 20/70ths with the better 
eye. 

While 55 of these 250 pupils have a vision 
between 20/70 and 20/200 and would seem to 
be eligible for sight saving classes, we find that 
a large majority of them are from small cities 
and country districts where no such classes are 
available. 

The State requires these children to be sent 
to school between the ages of eight and eighteen 
and at present except in the larger cities, the 
School for the Blind is the only available place 
for them to attend school. 

A method for the education of these children 
with partial sight was first developed in the 
United States by Mr. Edward E. Allen, a di- 
rector of a School for the Blind in Massachu- 
setts. This school opened in April, 1913. 

The plan consists in using the vision avail- 
able under the most favorable circumstances. 
The teacher of these sight saving classes should 
have special training for her work, after from 
two to five years experience in teaching chil- 
dren with normal vision. This special training 
is available at the summer courses at Columbia 
University, the Universities of Chicago and of 
Cincinnati and other universities. An inten- 
sive training for six weeks will enable a teacher 
to conduct a class. 

Mr. Edward T. Myer in his survey of Sight 
Saving Classes in the Public Schools of the 
United States gives sixteen as the largest num- 
ber possible to be included in a sight saving 
class. These classes have been maintained in 
cities of only 3,600 school enrollment. The per 
capita cost at the Illinois School for the Blind 
last year was $862.41. The average cost per 
pupil enrolled in the publie schools of Illinois 
for 1931-32 was $95.52. 

About 4.5 per cent of the pupils in sight 
saving classes in the United States are re- 
turned to the regular classes in the public 
school after from one to two years’ time. 
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At the present time there are 44 sight sav- 
ing classes in Illinois; thirty-three in Chicago, 
two in Joliet, two in Rockford, two in Rock 
Island, one in each of the following cities: 
Aurora, Elgin, Evanston, Springfield and Villa 
Park. There are usually twelve to fourteen 
children in each class. Villa Park, with a popu- 
lation of 6220, is the smallest city in Illinois in 
which a sight saving class is established and to 
it come children from all over Du Page County. 

Where the vision of an applicant in the bet- 
ter eye is found to be 20/70 or better, and 
there is no active pathology endangering vision 
present, the applicant should always be re- 
ferred to a sight saving class, providing one is 
in operation in the city from which he comes. 

By the law passed in 1929 the State will pro- 
vide $250.00 per annum toward the mainte- 
nance of one pupil in a sight saving class. It is 
as follows: 

An Act to enable School Directors, Boards of Edu- 
cation and Boards of School Inspectors to establish and 
maintain classes and schools for children, deaf, blind, 
and having defective vision, and providing for the pay- 
ment from the State Treasury of the excess cost of 
maintaining and operating such classes and schools over 
the cost of maintaining and operating elementary 
schools for normal children and to repeal a certain Act 
therein named. 





July 1, 1929. 

Be it enacted by the People of the State of Illinois, 
represented in the General Assembly; 

Section 1. Boards of education, school directors and 
boards of school inspectors, whether acting under the 
general law or under a special charter, shall be em- 
powered to establish and maintain classes and schools 
for children, deaf, blind, and having defective vision, 
who are residents of their respective school districts. 

Section 2. Such boards of education, school directors 
and boards of school inspectors may acquire sites for 
such schools anywhere within the counties in which 
their respective school districts are situated in the same 
manner as is provided in the case of the acquirement of 
public school sites in said respective school districts, 
and authority is hereby expressly granted for this pur- 
pose. 

Section 3. The boards of education, school directors 
and boards of school inspectors establishing and main- 
taining such classes, school or schools, may employ a 
superintendent and all other necessary officers, agents 
and teachers for such schools and classes, and shall pre- 
scribe the method of discipline and the course of in- 
struction therein, and shall exercise the same powers and 
perform the same duties as are prescribed by law for the 
establishment, maintenance and management of other 
classes and schools, and in addition thereto, shall have 
all powers necessary to carry the terms and provisions of 
this Act into operation and effect. 
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Section 4. If a child resident of one school district at- 
tends in another of said school districts a class for the 
blind, or deaf, or for those with defective vision, or a 
class in which some special instruction needed by the 
child because of his handicap is provided, by the board 
of education, directors or board of school inspectors of 
the school district in which he resides shall pay to the 
school district maintaining the school or class he at- 
tends his tuition in a sum equal to the tuition in the 
school district in which such class is located for a child 
of normal instruction needs. The board of education, 
directors or board of school inspectors of the school 
district in which such child resides shall pay for his 
transportation to the class in other school district, unless 
the school officials of the school district in which the 
class he attends is located provide his transportation to 
the class. 

Section 5. No person shall be employed to teach any 
class or classes in such school or schools who shall not 
have first obtained a certificate of qualification for teach- 
ing in such school or schools, as provided by law. But 
no person shall be authorized or employed to teach the 
deaf who shall not have received instruction in the 
method of teaching the deaf for a term of not less than 
one year, and no one shall be employed to teach the blind 
or those having defective vision, who has not had the 
benefit of special training approved by the Superintend- 
ent of Public Instruction. 

All classes or schools maintained for children, deaf, 
blind, or with defective vision, shall be established for 
the benefit of such children who are between the ages of 
three and twenty-one years. 

Section 6. Each board of education, school director 
and board of school inspectors shall keep an accurate, 
detailed and separate account of all moneys paid out by 
it for the maintenance of such classes and schools and 
for the instruction and care of the pupils attending them, 
and shall report the same to the Department of Public 
Welfare for the approval, on vouchers, prescribed by said 
Department, on or before the third Monday in August 
in each year, together with the excess of cost for each 
and every pupil for each school year, ending in June, 
over the last ascertained average cost thereof, for the 
instruction of normal children in the elementary public 
schools of its school district for a like period of time of 
attendance, as such excess shall be determined and com- 
puted by said board of education, school directors or 
board of school inspectors, 

Section 7. The aggregate excess cost of the mainte- 
nance of such classes and schools, as determined, con 
puted and reported by the said school officials, as pro- 
vided in Section 6 of this Act, shall be, and the same is 
hereby, made a charge against the State of Illinois, and 
such excess costs shall be paid annually to such board 
of education, school directors or board of school in- 
spectors, as the case may be, on the ‘warrant of the 
Auditor of Public Accounts out of any money in the 
treasury appropriated for such purposes on presenta 
tion of proper vouchers approved by the Department of 
Public Welfare; Provided, however, that such exces» 
costs for each pupil shall not exceed the following 
amounts: For deaf pupils, $110.00 a pupil; for blind 
pupils, and those having defective vision, $250.00 a 
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pupil. If a child is both blind or has defective vision 
and deaf, he shall be counted as full time pupil among 
those with each kind of defect, in determining the 
state’s contribution to the classes for such children, 
provided the work and attention necessary for both 
types of children are afforded him. 

Section 8. All classes and schools established accord- 
ing to any of the provisions of this Act shall be subject 
to the general supervision of the Superintendent of 
Public Instruction. 

Section 9. The Auditor of Public Accounts is hereby 
authorized and directed to draw his warrants on the 
State Treasurer on or before the first Monday in Sep- 
tember of each year for the respective sum of excess cost 
theretofore reported to him, as provided in Section 7 
of this Act, upon the order of the Department of Public 
Welfare. 

Section 10. An Act to enable school directors and 
boards of education to establish and maintain classes in 
schools for deaf and dumb and blind and providing for 
the payment from the State Treasury of the excess cost 
of maintaining and operating elementary schools for 
normal children, approved June 2, 1911, in force July, 
1911, as amended, is hereby repealed. 

The examination made by the proposed examiners of 
the blind should include a report on each of the follow- 
ing subjects: 








Grade 

History of Eye Condition: 

CONJUNCTIVA 

CORNEA 

PUPIL REACTION 

FUNDUS EXAMINATION .... 

VISION WITHOUT GLASSESG............ 

REFRACTION UNDER A 
MYDRIATIC 

VISION WITH GLASSES 

IS THE CONDITION STATIONARY IN YOUR 
OPINION? 

WILL STUDY BE HARMFUL TO THIS CHILD? 




















DITION? 
WHAT IS THE PROBABLE CAUSE? 
ARE THERE ANY RELATIVES WITH EYE DEFECTS? 











REMARKS: 
O. D. 
RECOMMENDATIONS: 
1, PUBLIC SCHOOL 
2, BLIND SCHOOL 
3. SIGHT SAVING CLASS—with or without glasses 








4. AMOUNT OF EYE WORK PERMISSIBLE 
EXAMINER 
ADDRESS 





DATE, 
This form is suggested by the Illinois So- 
ciety for the Prevention of Blindness. 
The recommended basis for admission of pu- 
Pils to sight saving classes by the Illinois So- 
ciety for the Prevention of Blindness is: 





RECOMMENDED BASIS FOR ADMISSION 
OF PUPILS TO SIGHT-SAVING CLASSES 


For your information—No standard for admission to 
sight-saving classes has as yet been adopted by the 
Illinois Society for the Prevention of Blindness. In the 
meantime, we give herewith the standards proposed by 
a special committee approved by the National Organiza- 
tion for the Prevention of Blindness in July, 1928. 

1, Children having a visual acuity of 20/70 or less in 
the better eye after proper refraction. In addition, the 
following are recommended as potential candidates: 

(a) Children in elementary schools having four or 
more diopters of myopia. 

(b) Inactive, subsiding (or regressive) cases, such as 
interstitial or phlyctenular keratitis, optic neuritis, 
trachoma, etc., in which some irritation may be present, 
provided the approval of the attending physician is 
given. 

2. All cases must be considered individually. 

3. Any child who, in the opinion of the ophthalmolo- 
gist would benefit by assignment to a sight saving class, 
subject to suggestion for treatment and training by such 
ophthalmologist, and the acceptance of the educational 
authorities having charge of such classes. 

4. It is assumed that all children assigned to sight- 
saving classes have average normal mentality. 

Winifred Hathaway, Associate Director of 
National Society for Prevention of Blindness, 
says: 

‘‘The experiences of the twentieth century 
would seem to indicate that the sight saving 
class is the best method yet developed for edu- 
cating partially-seeing children, since it ap- 
proximates as nearly as possible the education 
of the normally-seeing. It would seem almost 
unnecessary to have to justify the cost of the 
education of any child who is educable; hu- 
manitarianism alone would seem a sufficient 
justification. Yet it must be remembered that 
the State is responsible to the taxpayers for the 
use of public moneys; in consequence, the State 
must look upon expenditures for education as 
an investment that will pay justifiable divi- 
dends. The object of educating partially-seeing 
children is the same as in the education of any 
group; namely, to prevent illiteracy and to de- 
velop the innate powers of the individual so 
that he will become an asset of the greatest pos- 
sible value to himself and to the State. 

‘‘To give a partially-seeing child an even 
chance with the normally-seeing, it is necessary 
to provide him with the opportunity to over- 
come his handicap. In order to do this, such 
facilities must be at his command as will permit 
him to develop along the line of his greatest 
strength, while his weakness, in so far as this 
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is possible, is prevented from becoming worse.’’ 
The responsibility is largely ours in making 
the decision as to whether this child shall go 
to the School for the Blind or if sufficient vision 
is present and the eyes in fair condition shall 
go to the public school or to a sight saving 
class. If no sight saving class is available to 
you, what ean be done toward having one? 
Schools for the blind are doing a wonderful 
work and prove the great advance in civiliza- 
tion in the last century. The development of 
sight saving classes is the next forward step. 
If by our combined efforts we can further a 
plan by means of which certain handicapped 
individuals may acquire an education and se- 
leet a voeation as nearly along normal lines as 
possible, it will be well worth while. 


DISCUSSION 


Dr. Harry Gradle, Chicago: I trust that when this 
paper is published, all of you will sit down and study it 
carefully, because there is a great deal that is of interest 
to us. Dr. Adams was kind enough to send his paper 
and allow me the opportunity of going over it carefully. 
It represents a great deal of work and careful thinking 
on the part of a man who is in a position to study the 
problem, and who has a far greater comprehension of 
the situation that any of the rest of us. 

There are two phases I wish to speak of. The first is 
the definition of blindness. That is a question of rela- 
tivity, just as is the question of a man’s financial posi- 
tion. Eighteen hundred dollars a year is “absolutely 
broke” for a man in the city, whereas in a small town 
he may live comfortably on that, and in the jungle he is 
a multimillionaire. With blindness it is the same. What 
is the eye to be used for and how much vision is neces- 
sary? There are four separate phases of blindness: no 
light perception or projection, there can be no argument 
about that. Economic blindness, in which the individual 
is so handicapped that he is unable to conduct himself 
in his daily routine, not able to walk about, not able to 
feed himself; apparently the limit is about 20/800. Below 
that is economic blindness. Industrial blindness on the 
other hand involves a different factor. For a man to be 
able to carry on his work the amount of vision depends 
on the character of the work, but it may be said that 
20/360 is the limit of industrial blindness. On the other 
hand, for educational blindness we have a different 
amount of vision. For ordinary school work, a child to 
be able to carry on should have in his best eye corrected 
with glasses, 20/70. If the vision is below 20/70 that 
child is not able to carry on with the others, therefore 
he belongs in the sight-saving class. The limits of the 
vision necessary for the sight-saving classes are still 
somewhat in the air, but I can tell you that in Illinois 
between 20/70 and 20/200 in the best eye with correction 
is required. 

Dr. Adams spoke at some length of the situation of the 
blind. Thanks to his courtesy I have recently had the 
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opportunity to go over the inmates of the school at 
Jacksonville. I can speak very feelingly about this, because 
the children are sent there regardless of the help that 
might be given by an ophthalmologist. They are wished 
on the school and the attending ophthalmologist has no 
authority to reject the children because of their having 
too good vision, nor to institute corrective measures to 
restore that child to the sighted world. I think that will 
be changed, and that the children who come will have to 
pass the examination of the attending ophthalmologist, 
who, above all others, is capable of ascertaining whether 
that child should be admitted to the school or not. Again, 
there are too many children who could be returned to 
the sighted world through surgical measures, thereby 
saving the enormous costs of blind education. 
Admission to the school has been extremely lax from 
the ophthalmological standpoint in the past. I believe 
children admitted to a school should have an examination 
and a certificate from a man who is a member of the Eye, 
Ear, Nose and Throat Section of Illinois State Medical 
Society. Consequently, it behooves us who examine 
children and give them certificates, to be more careful. 
I trust you will sit down and study this paper of Dr. 
Adams’. I did so with a great deal of profit. It will be 
very much to the advantage of the Illinois Medical 
Society and to the blind school population of this state 
if you will follow out the suggestions made. I am also 
going to make the suggestion that the Chairman and 
Secretary of this Section should be authorized to collect 
the names of all members of the Illinois State Medical 
Society who have registered in the Eye and Ear Section, 
who are recognized as Eye and Ear specialists in the 
state and have that list published in the Illinois Medical 
Journal. There is no such list available at present. 


Dr. George Francis Suker, Chicago: I think this is 
one of the most interesting papers presented before this 
Section for a long time, and Dr. Adams has given some 
information regarding the Blind Institution that many 
of us did not know. I have been particularly interested 
in the children in sight-saving classes in Chicago, and 
fully realize the difficulty in handling them. I had the 
opportunity and pleasure to visit Jacksonville and see 
the handicaps under which Dr. Adams is working, and 
what limitations in power and discretion the State im- 
poses upon him. Strange as it seems, and wrong as it 
is, the state has no power as yet to compel the parents 
of minors who have very deficient or defective vision, 
to have that child properly treated if it has a condition 
that can be remedied to a certain extent, and thus prevent 
its going into the blind school. There should be a law 
not only in this state but in all states governing this 
situation. In the first place, these children have no voice 
in coming into the world, and in the second place, when 
they are in the world they are not the exclusive 
property of the parents, but are also the property of the 
State, economically speaking, and, this being the case 
the State should have the right to say that the individual 
should, if possible, be put into such a condition so as to 
be able to earn his bread and butter, or at least put it 
into the seeing class of children. There should be 2 
board of competent ophthalmologists, and if they decide 
that a child should be operated on, the parents should 
be forced to have that child operated on, in a public or 





Aug 


priv. 
up | 
well 
that 
cons: 
filled 
Adat 
any | 
as n 
ulou: 
are f 
ly bl 
with 
and t 
this | 
into, 
Socie 
mem 
coopt 
Prev 
as Wi 
and | 
conce 
Illinc 
as su 
the 1 
sugg 
confc 
Secti 


Act | 
blind: 
for tc 
both 

recte 


worsé 
of vis 
an in 
will r 
20/5( 
in the 
We 
ter. 
we s] 
ophtk 
for tl 
man | 
We s 








August, 1933 


private institution. It is a question to be carefully taken 
up by the Society for the Prevention of Blindness as 
well as by this Section. This Section is represented in 
that Society, and should present this problem for their 
consideration. Often the certificate of blindness as now 
filled out is absolutely fallacious in this State. Dr. 
Adams has demonstrated that beyond peradventure of 
any doubt. Furthermore the compensation of the blind, 
as now conducted in the City of Chicago, is quite ridic- 
ulous, and unfair to both applicant and state. There 
are people receiving $300 a year who are not industrial- 
ly blind, not even economically blind. I know of a few 
with cataracts who could be operated on and be relieved 
and thus not graft on the State. I think that is a matter 
this Society for the Prevention of Blindness should look 
into, in conjunction with the Chicago Ophthalmological 
Society. I suggest that a committee or a number of the 
members of this Section be appointed by the chair to 
cooperate with and function with the Society for the 
Prevention of Blindness in these matters. It is a social 
as well as an economic affair, and should be conducted 
and managed by eye men. This Society is a private 
concern, not a governmental organization. And, as the 
Illinois Medical Society is a State affair and functions 
as such, it ought to be represented, and have a voice in 
the matter as to the disposition of these children. I 
suggest that the matter be looked into and steps taken to 
conform with the ideas I have suggested, provided the 
Section deems it fit and proper. 

Dr. L. R. Mellin, Chicago: The preceding speakers 
have all mentioned “What is blindness?” The Industrial 
Act of the State of Illinois gives 20/200 as industrial 
blindness, and such an individual receives compensation 
for total loss of vision. This unscientific figure is unjust 
both to the employer and employee and should be cor- 
rected, I think it behooves this body to adopt a resolu- 
tion and send word to proper officials of the state recom- 
mending that the standards adopted by the American 
Medical Association be considered as standard in deter- 
mining industrial visual efficiency. 

Dr. G. H. Mundt, Chicago: Bad as the condition is in 
the State of Illinois, many of us know that it is much 
Worse in some other states as to the percentage of loss 
of vision. All of us will admit that 20/200 is not properly 
an industrial blindness. In the state of New York they 
will rule that a man who has 20/30 vision has two-thirds; 
20/50, two-fifths. That is the way they settle their claims 
in the state of New York. 

We should be very politic in the handling of this mat- 
ter. If we are going to try to get revision of this thing 
we should be cautious. I will say one thing, I belicve 
ophthalmologists are to a considerable extent responsible 
lor their own difficulties. I notice that practically every 
man who reports vision gives it as 20/50’s or 20/200th. 
We should not report vision as fractions, If we do the 
layman is justified in thinking we know what we are 
talking about, and if a man has 20/30 he has two-thirds. 
I think we should be pretty cautious in throwing any- 
thing more into the Industrial Board than we can help. 
Right now, it is dangerous. 

Dr. Harry Gradle, Chicago: I do not agree with Dr. 
Mundt that it is dangerous at all. Our compensation 
laws so far as ophthalmological work in this state is 
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concerned are hopelessly inadequate, out of date and un- 
scientific. So far as I know, and I speak with paternal 
pride, the compensation tables adopted by the American 
Medical Association are as nearly a fair and scientific 
method of adjusting compensation as they can be made 
today. Sixteen states have adopted this method, A fair 
share of insurance companies are working with this table 
as a basis. There is no reason why we have to handle 
an outrageous situation with kid gloves. It is perfectly 
true that we are in this situation through our own fault, 
but that is no reason why we should not try to get out 
of it. I am in sympathy with the idea that we endeavor 
to bring about a modern estimation of compensation in 
this state, and I would like to second Dr. Mellin’s mo- 
tion. 

Dr. L. R. Mellin, Chicago: I have done some little 
eye work in connection with some insurance companies 
in Chicago, and have had contact with the last Industrial 
Commission and also the present one. The present one is 
a very fair-minded body, and is looking into the situation 
quite intelligently, and they have spoken to me on some 
of these matters. I know the Governor himself has ex- 
pressed a desire to revise the present statutes, not only 
in relation to the eye. I do not think it is a question of 
being politic, and I do not think the medical profession 
in dealing with medical questions has to be politic. 





THE AD-MAN LOOKS AT LOVE 


Birth control is today one of the facts of American 
life. It is practiced, or at least attempted in some form, 
almost universally. 

But the laws remain on the statute books. The 
shadow of the taboo remains, and in this shadow the 
advertising “profession”? operates what is probably the 
most flourishing racket in America, now that Capone is 
in jail and legal beer is imminent. 

In the files of Consumers Research I counted leaflets 
advertising some fifty different antiseptics and other 
contraceptive products, and in the files of the National 
Committee on Maternal Health, some fifty more. Nei- 
ther organization attempts to list them all; the total 
probably runs into thousands. Each is represented to 
be a convenient, safe and reliable contraceptive. Mean- 
while, the gynecologists of the world are patiently 
searching for precisely such a thing and say they haven't 
found it. 

In the earlier stage of feminine hygiene campaigns 
the language of the ad-men was full of euphemisms, of 
indirection, of tender solicitude for the sad-eyed wives 
pictured above such captions as “The very women who 
supposed they knew are grateful for these enlightening 
facts.’ But recently the pressure of competition has 
speeded up the style. “Now it can be told,” they declaim, 
and “Why Mince Words?” 

Some of them don’t; for example, the ad-man for 
Pariogen tablets, who writes the following chaste com- 
munication, addressed presumably to the automobile 
trade: 

“Pariogen tablets may be carried anywhere in a purse, 
making hygienic measures possible almost anywhere, no 
other accessories or water being required.” 

—James Rorty, in Common Sense. 
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EARLY CARE OF PARALYSIS FROM 

ACUTE ANTERIOR POLIOMYELITIS* 

An Analysis of the Program in Twenty-two 

Orthopaedic Clinics and Hospitals 
Epwarp L. Compsre, M.D., anp 
Maraaret S. CAMPBELL, R.N. 
CHICAGO 

The eare of the paralyzed patient during the 
period just following the acute stage of an at- 
tack of anterior poliomyelitis has been em- 
phasized in text-books and treatises, most of 
which were written by and for orthopaedic sur- 
geons. Almost all of these surgeons agree that 
the most important consideration is protection 
of the involved extremities and prevention of 
deformities. Methods and the value of sup- 
portive measures have been debatable issues. 
Legg and Merrill,? Todd,” and Porter* have quite 
recently published treatises which emphasize 
some of the principles of treatment advocated in 
this clinic. In the hope that we might receive 
some valuable suggestions for the care of our 
own patients, a brief outline of the procedure 
followed in the Orthopaedic Division of the 
University of Chicago Clinics was sent to the 
Chairman of some of the larger orthopaedic 
services with a request for criticism of our pro- 
gram and discussion of procedures found help- 
ful in their own clinical experience. Replies 
were received from the following orthopaedic 


surgeons: 

Dr. Fred Albee, New York, N. Y.; Dr. Willis Campbell, 
Memphis, Tenn.; Dr. Frank Dickson, Kansas City, Mo.; Dr. F. J. 
Gaenslen, Milwaukee, Wis.; Dr. Wm. Edward Gallie, Toronto, 
Canada; Dr. R. I. Harris, Toronto, Canada; Dr. Vernon L. Hart, 
Dayton, Ohio; Dr, M. Henderson, Rochester, Minn.; Dr. R. A. 
Hibbs, New York, N. Y.; Dr. Michael Hoke, Warm Springs, 
Georgia; Dr. Frederick C. Kidner, Detroit, Michigan; Dr. C. 
Leroy Lowman, Los Angeles, Calif.; Dr. Leo Mayer, New York, 
N. Y.; Dr. John R. Moore, Philadelphia, Pa.; Dr. Frank Ober, 
Boston, Mass.; Dr. Robert B. Osgood, Boston, Mass.; Dr, Charies 
W. Peabody, Detroit, Mich.; Dr. John L. Porter, Evanston, 
Illinois; Dr. Robert D. Schrock, Omaha, Nebraska; Dr. Arthur 
Steindler, lowa City, Iowa; Dr. George Wagoner, Philadelphia, 
Pa.; Dr. Royal Whitman, New York, N. Y. 

The procedure in the University of Chicago 
(linies which was submitted for review was 
planned to inelude four periods of treatment. 
Fach phase of the early care of the paralysis as 
practiced in this clinic is submitted here, to- 
gether with a summary of the replies received 
from the above named surgeons. 

University of Chicago Clinics 

1. Immediately after the acute illness has 

subsided and further spinal punctures are un- 


“From the University of Chicago, Department of Surgery, 
Division of Orthopaedic Surgery, 
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likely, a plaster of Paris cast is put on includ- 
ing all parts of the body which show any sug- 
gestion of involvement. This frequently includes 
a complete body and bilateral leg cast while the 
urms are placed in a position of abduction and 
external rotation. This complete mmobilization 
is maintained for a period of from four to siz 
weeks. 

Nore: Cast is usually bivalved within a week 
after application and used as plaster splints or 
shells. 

Comments: Of the twenty-two replies to the 
questionnaire, all were in agreement with the 
general principle of early protection of the 
weakened extremities and attempts to promote 
rest and relaxation. Only ten of the twenty-two 
stated that they used casts or plaster shells and 
three of the surgeons felt that any attempt to 
splint the limbs was useless. 

The following orthopaedic surgeons stated 
that their initial plan of treatment coincided 
with this outline: Drs. Albee, Campbell, Dick- 
son, Henderson, Hibbs, Moore, and Schrock. 

Some additional suggestions or variations in 
methods ineluded : 

Dr. Gaenslen :—‘‘ While plaster cast immobil- 
ization has been frequently advised, especially 
the plaster bed advocated by Lange, I have not 
used it and doubt if there is real advantage.”’ 

Dr. Gallie:—Splinting is recommended and 
‘‘TIn some cases it is undoubtedly useful but in 
many it proves worthless since the deformities 
develop in spite of the wearing of both night 
and day splints.’’ 

Dr. Harris :—‘‘I do not use plaster unless the 
problem of fixation is such that it cannot be 
solved by simpler means and this is rare. Relaxa- 
tion 6: paralyzed muscles is the aim to be striven 
for, not absolute fixation.’’ 

Dr. Hart :—‘‘ During the tender phase, which, 
in our group of patients has averaged a period 
of four to six weeks, we remove the fixation ap- 
paratus once daily and place the child beneath 
warm water in the ordinary bath tub. During 
this phase, we do not apply massage and we do 
not attempt to test the degree of paralysis in the 
affected extremities. While under water, the 
child is encouraged to actively move the various 
joints within the limits of pain. It has been our 
experience that the daily warm bath tends to 
shorten the tender phase and aids in the pre- 
vention of contractures,”’ 
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Dr. Hoke :—Questions the advisability of long 
periods of complete immobilization in plaster 
casts. ‘‘There is quite a bit of turmoil to the pa- 
tient in having a double spica applied ; it means 
quite a bit of handling. Applying a plastic 
splint to an extremity, with the idea of holding 
the extremity in a neutral position, is not much 
tax on a patient, and is, of course, in order.’’ 

Dr. Kinder :—‘‘I prefer Bradford frame and 
plaster shells or wire splints.’’ 

Dr. Lowman :—‘‘In the first place I would 
suggest the immediate use of splints, either short 
or long legged, preferably long, with very slight 
slacking off at the knee, about five degrees, to 
give the patient comfort. If he is in a good deal 
of pain and there is difficulty in controlling the 
muscle spasm, then plaster casts can be put on 
and bivalved early.’’ 

Dr. Mayer :—‘‘There is one feature of treat- 
ment which I should like to recommend to you 
and that is the application of balanced traction. 
Plaster shells are made as supports for the lower 
and upper extremities. These have hinges at the 
knee and ankle and are so arranged that they 
can be suspended from a Balkan frame. Even 
with minimal strength in a muscle, it is possible 
if the limb is properly balanced to have the pa- 
tient perform motion in all directions. This 
we find adds considerably to the rapidity of re- 
covery. 

Dr. Ober :—‘‘It is only rarely that we apply 
plaster casts for extensive paralysis. The ap- 
plication of a cast for extensive paralysis usual- 
ly takes so much out of a child and increases its 
tenderness so much that we have always thought 
it was detrimental.”’ 

Dr. Osgood :—‘‘ We bivalve the plaster casts 
as soon as they have set since we think their only 
purpose should be to retain the limbs in such 
position as to prevent deformity, but not per- 
haps to absolutely completely immobilize. I 
think the atrophying effect from a complete cast 
is greater than from a cast in which there is at 
least a little possibility of movement and the 
disturbance of circulation is still greater from 
a complete cast left on four to six weeks. It is 
often a comfort also in the earlier stages to be 
able to apply heat either by baking, hot water 
bottles or electric pads.’’ 

Dr. Peabody :—‘‘ Personally I am very much 
convinced that during the subacute phase every 
effort should be made to eliminate ascending 
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stimuli (which may travel through motor as 
well as ‘sensory’ pathways) and nothing does 
this so well as heavily padded plaster, as well 
as conserving heat.’’ 

Dr. Porter :—‘‘ This is the stage when nursing 
care and splinting are most important, and 
mild, gentle massage may be begun. It is dur- 
ing this early stage that two things must be 
borne in mind—the danger of fatigue and of 
contractures. ’’ 

Dr. Steindler :—‘‘Casts are rarely applied 
during the acute and subacute stage. Recum- 
bency in involvement of the lower extremities 
continues, according to severity, from six weeks 
to four to six months.”’ 

Dr. Wagoner :—‘‘The affected part or parts 
are immobilized by plaster shells, not casts, with 
the affected muscles in the position of maximum 
relaxation. The use of splints or shells are found 
to be better than a solid or circular cast as they 
permit more careful watching of the skin. At 
this period external heat is constantly main- 
tained through the medium of a cradle illumi- 
nated with electric bulbs, preferably those with 
carbon filaments. ’’ 

Dr. Whitman :—‘‘It would appear that fixa- 
tion of the spine during the inflammatory stage 
might be indicated since movements of the trunk 
often cause pain.’’ 

Todd? states that ‘‘In the acute stage of in- 
fantile paralysis, complete rest and relaxation 
of the affected muscles constitute the one and 
only indication in treatment as far as the ortho- 
pedic aspect of the case is concerned. Massage 
and electrical stimulation are undoubtedly valu- 
able in the later, more chronic, stages of the 
complaint, though even there they are of less 
relative importance than the continuous protec- 
tion of the damaged muscles by relaxation in 
appropriate appliances. If one had to choose, 
at any stage of infantile paralysis, between effi- 
cient splintage and any other method of treat- 
ment, the preference should undoubtedly be 
given to splintage.’’ We disagree only with the 
suggested use of electrical stimulation. 
University of Chicago Clinics 

2. Physiotherapy is started. As long as there 
is persistent cutaneous “‘ stroke tenderness’’ this 
treatment is confined to warm salt baths. The 
patient is allowed to move about under the water 
(observations can be made as to the muscle 
power) but muscle reeducation with definite ex- 
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ercises is not bequn until cutaneous tenderness 
disappears. 

Comments: Agreement with no additional 
suggestions or changes in procedure: Drs. Albee, 
Campbell, Dickson, Gaenslen, Henderson, Hibbs, 
Kidner, Mayer, Moore, Osgood, Peabody, and 
Schrock. 

The following were additional suggestions 
made by the ones indicated : 

Dr. Gallie:—*My general impression is that 
massage is useless and that prolonged and ex- 
pensive treatment in the form of muscle re-edu- 
cation, exercises in salt water and so on ends 
up with about the same result as if patient had 
never been treated at all.’’ 

Dr, Harris:—‘‘Though I use physiotherapy, 
| am not greatly impressed with its value. Re- 
laxation of the paralyzed muscles is the most 
important form of treatment by long odds.”’ 

Dr. Lowman :—‘‘ During the first week we 
make a very careful test of all the muscles to 
determine the extent of involvement, check the 
kidney condition, which in many cases shows 
nephritis, and commence physiotherapy, the 
type and amount being determined by these 
findings. Of late years, when the case is a mild 
one, we have been starting them in the new 
under water gymnasium for pool treatments as 
early as the middle of the 4th week. Probably a 
high percentage of the cases are started in the 
Oth week. 

‘*We ccusider the skin tenderness and muscle 
soreness as a guide and always make an effort 
not to produce any pain, depending upon the 
patient’s voluntary efforts for the movements.”’ 

Dr. Ober :—‘‘ No physiotherapy is started un- 
til all the tenderness has disappeared, and that 
means deep tenderness, and the best test for 
deep tenderness, in my experience, is passive 
straight leg raising. During the tender stage 
patients are put in warm baths and allowed to 
move as much as possible without any assist- 
anee.”’ 

Dr. Porter :—‘‘ Begin massage very guarded- 
ly, as too much massage is as fatiguing as 
exereise. ’’ 

Dr. Steindler:—‘ Physiotherapy and under 
water muscle training is started with the disap- 
pearance of the sensory symptoms, two weeks 
to two months after ouset ; same is true of muscle 
re-education. ’’ 

Dr. Wagoner :—‘‘ Approximately three weeks 
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following the onset of the disease the patient is 
started on daily hydrotherapeutical treatments 
consisting of immersion in hot salt. water of a 
temperature approximating that of the body 
and of specifie gravity equal to that of sea water, 
Neither active nor passive motion is permitted at 
this time; the duration of immersion is gradu- 
ally increased from five minutes to an hour, 
After the disappearance of cutaneous tender- 
ness, gradual passive motion is instituted. Fol- 
lowing the daily baths the affected parts are 
replaced in their shells or splints and the ex- 
ternal heat is maintained.”’ 

Dr. Whitman :—‘‘| think massage and exer- 
cise may be deferred until the stroke tenderness 
has disappeared.”’ 

University of Chicago Clinics 

3. Muscle re-education is given at first under 
water with light massage after the bath. This 
is very carefully supervised and every precau- 
tion is taken not to fatigue any muscle group. 
During this period the affected extremity is sup- 
ported either in plaster shells or metal splints 
and the patient is kept wpon a Bradford frame. 
The apparatus should be removed for a period 
each day and the patient’s position changed, so 
that full range of joint motion may be main- 
tained. 

Comment: 


The following replies were in agreement and 
suggested no additions or changes in procedure: 
Drs. Albee, Campbell, Dickson, Henderson, 
Hibbs, Hoke, Kidner, Mayer, Moore, Osgood, 
Peabody, Schrock (emphasized that they must 
be comfortably splinted), and Wagoner. 

Additional suggestions were made as follows: 

Dr. Gaenslen :—‘‘I would not favor the Brad- 
ford frame as a proper mattress is more comi- 
fortable and allows the slight shifts in position 
which, I am sure, contribute to comfort more 
than unusual convexity of the frame.”’ 

Dr. Harris :—‘‘I concur in this though I do 
not think under water exercises very important 
except for the psychic effect upon the patient 
and parents.”’ 

Dr. Lowman :—‘‘It has been our experience 
that the patient is quite drowsy after a period in 
the warm water, and I believe that in most in- 
stances if the patient can take advantage of this 
relaxation and have a period of rest and sleep 
following such a treatment it is of much more 
benefit than the massage. If such a treatment 
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is given as a heat treatment preliminary to 
musele re-education, that is a different thing, 
but in the early cases, I feel that it would be 
just as well to be quickly dried off and allowed 
to sleep for an hour.”’ 

Dr. Ober :—‘‘ Until the disappearance of deep 
tenderness, patients at the Children’s Hospital 
are put in the tank and allowed to move them- 
selves. ee 

Dr. Porter :—‘‘ As soon as paralysis is station- 
ary begin muscle exercises and education, not 
before.”’ 

Dr. Steindler :-—‘‘Muscle re-education both 
under water and on plinth; initial care should 
he exercised ; splinting must be rigorously main- 
tained, outside of treatment periods.’’ 

Dr. Whitman :—‘‘The prevention of deform- 
ity is of far greater importance than exercise.’’ 
University of Chicago Clinics 

4. Muscle re-education is begun from two to 
three months after the onset of the disease. 
When deep tenderness has disappeared, the pro- 
gram of exercises can be given alternately on a 
table and in the water, gradually increasing the 
treatment in accordance with the patient’s tol- 
erance. The massage can then be somewhat 
deeper than at the beginning. This treatment is 
continued as long as there is evidence of im- 
provement, usually from one to three years. 

The following replies were in agreement with 
the outline of the fourth phase of treatment: 
Drs. Albee, Campbell, Dickson, Gaenslen, Hen- 
derson, Hibbs, Hoke, Mayer, Moore, Osgood, 
Schrock, Steindler, and Wagoner. 

The additional suggestions or variations in 
methods included : 

Dr. Gallie:—‘‘When the stage of tenderness 
is over we allow the patients to start in to use 
their muscles as much as they will.’’ 

Dr. Kidner :—‘‘I agree in general but feel 
that the first section is unnecessarily rigid.’’ 

Dr. Lowman :—‘‘ We have concluded, after 
any years of experience, that the second six 
weeks of convalescence is the most vital part of 
the whole treatment period. It is during this 
time when atrophy from disuse sets in in the 
trunk muscles, particularly. The inherent ob- 
jection to musele action produced by pain and 
muscle spasm undoubtedly assists in this process 
of atrophy. It is during this time that a knee, 
unless absolutely controlled, tends to show the 
early aspects of stretch palsy,—which would be 
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av¢gravated by the full joint range just spoken 
of.’’ 

Dr. Ober :—‘‘There is no set time at which 
musele re-education can be commenced. If the 
deep tenderness lasts for six or eight months, 
musele re-edueation is not instituted until after 
that has entirely disappeared. The water exer- 
cises are better for those patients who are severe- 
ly paralyzed. Those with mild paralysis do 
not need to go in water at all. No massage what- 
ever is given during tenderness. Improvement 
continues indefinitely. I have had a shoulder 
deltoid come back five years after the onset of 
the paralysis.’’ 

Dr, Osgood :—‘‘We occasionally begin some 
form of muscle re-education before all cutaneous 
tenderness disappears but not in the region 
where the cutaneous tenderness exists; usually 
not in the same limb where the cutaneous tender- 
ness exists. We are often able, therefore, to 
begin muscle re-education at the end of a month 
and we do not always delay it over the two or 
three months that you suggest. Each case must 
Le a law unto itself, of course.’’ 

Dr. Porter :—‘‘ As soon as active use of the 
paralyzed member is permitted, braces must be 
devised and prescribed for each ease.”’ 

Dr. Steindler :—‘‘ Muscle re-educational train- 
ing is started about the same time as exercises 
are graded ; also massage, until no further traces 
of improvement.’’ 

Dr. Wagoner :—‘‘ With the disappearance of 
‘deep pain,’ muscle education is started along 
the manner outlined by you. Usually about four 
months after the onset of the disease we are 
able to fit the individual with braces and make 
him ambulatory, unless of course, the paralysis 
is too extensive. The use of electricity in muscle 
re-education has been abandoned.’’ 

Dr. Whitman :—‘‘I am inclined to think 
that voluntary use of protected limbs is more 
important in the regeneration process than 
muscle training. This is important chiefly be- 
cause it keeps the patient under constant ob- 
servation and if it does not widen to much 
expense of time and money it may be advisable.’’ 

Several of the orthopaedic surgeons to whom 
this outline was submitted added additional in- 
formation in discussing the length of time after 
the onset of acute poliomyelitis with involve- 
ment of the lower extremities that weight bear- 
ing was permitted. There was almost uniform 
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Comment 


“Approve in 
saccnncedl 


“Concur absolutely.” 
Suggestion on active 
function. 


‘Correspond exactly 
to our ideas."’ 


Name 


Albee, Fred 


Campbell, Willis 


Dickson, Frank* 


Gaenslen, F. J.* 


I 
Complete immobili- 
zation of involved 





I 
Begin active 
movement under 


III 
After stroke tender- 
ness disappears in- 














IV 
After deep tender- 
ness disappears in- 




















cast 


this stage. 


trunk or water crease under water crease exercise and 
extremities exercise and add massage to patient's 
light massage tolerance 
Agrees ious Agrees Agrees 
Agrees Agrees Agrees Agrees 
Agrees. ‘‘We generally 
Agrees Agrees Agrees allow weight bearing 
at the end of,” etc. 
Prefers the Bradford 
Does not use plaster | Agrees frame to splints at | Agrees 





Gallie, W. E.* 


Uses splints to ‘‘pre- 
vent contracture of 
recovering muscles 
and stretching of 
more paralyzed ones.” 


Uses water treat- 
ments at Children’s 
Hospital but not im- 
pressed with it. 


Believes that mas- 
sage is useless. 





Permits patients at 
this stage to use 
muscles as they will. 





Prefers relaxation of 


Uses this but not 


Agrees. Believes psy- 











‘Essentially the same 
as we apply in our de- 








partment.” 


“IT agree with every- 
thing in principle.” 








“Plan excellent , noth- 
ing to contribute to it.” 








shells or wire splints. 


Harris, R. I.* muscles to absolute ty impressed chic effect is impor- | Agrees. 
fixation. with i tant. 
Uses either plaster 
Hart, Vernon L.* splints or Bradford | Agrees Agrees Agrees 
frame. 
“I believe that the cistitn: 
muscle education can 
be started as soon as 
Henderson, M. Agrees Agrees the tenderness has 
left, but one, ofcourse, 
must be guided by 
the patient’s toler- 
ance.” 
Hibbs, R. A. Agrees Agrees Agrees Agrees 
Objects to prolonged 
Hoke, Michael* complete immobili- | No comment Agrees Agrees 
zation. 
' 7 Prefers Bradford “Tagreein general but 
Kidner, Frederick C. | frame and plaster | Agrees Agrees feel that the first sec- 


tion is unnecessarily 
rigid.” 





Lowman, C. Leroy* 


Prefers splints 


Emphasizes need to 
avoid stretching of 
involved muscles. 


Careful not to pro- 
duce pain. Active 
movements only. 


Exerts care to avoid 
stretch palsy. 





























“Corresponds in most Recommends—_ ’ 
of details with that | Mayer, Leo Agrees Agrees “Balanced traction.” | Agrees 
followed lvl me." 
**Routineconcurs with 
yours and can offer no | Moore, John R. Agrees Agrees Agrees Agrees 
suggestions.” 
Active movement Concurs, but empha- 
- Objects to cast for only until deep ten- | sizes that “no mas- 
Ober, Frank* extensive paralysis. Agrees derness disappears. sage whatever is given 
during tenderness.”’ 
a May begin exercises | May begin muscle re- 
Bivalves cast early. before cutaneous ten- | education in certain 
“In essential accord.” | Osgood, Robert B.* | Advocates heat for | Agrees derness disappears | extremities at the end 
involved limbs. but not in the region | of a month. 
where the cutaneous 
tenderness exists. 
Agrees with principles | Peabody, Chas. W.* | Agrees Agrees Agrees, with additions} Agrees 


Agrees in general. 








Porter, John L.* 








Agrees with the prin- 


| 
ciples outlined. | 


Steindler, Arthur* 


Schrock, Robert D. 


oe is most impor- 
tan 


Permits tub bath in 
warm salt water. 


Agrees with prin- 


ciple. 


Warns against muscle 
fatigue: 











Agrees 
| 


Must be comfortably 
splinted. 


“Excellent.” 








Casts are med rare- 
| ty appli 


| “I agree with your 


method of  treat- 





ment.”" 


“Yes, but splinting 
must be rigorously 





maintained outside | 
of treatment periods.""| 


“Essentially iden tica 
with yours. 





“For detailed answers see text. 
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Complete immobili- 
zation of involved 
trunk or 
extremities 


Comment Name 


II 
Begin active 
movement under 
water 


III 
After stroke tender- 
ness disappears in- 
crease under water 
exercise and add 
light massage 





IV 
After deep tender- 
ness disappears in- 
crease exercise and 
massage to patient's 
tolerance 





“Plaster shells, not 
casts with the affect- 


Wagoner, Geo.* ed muscles in the 


Advocates hot salt | Agrees Agrees, with addi- 
water baths but nei- tions. 








Your routine “‘con- 


census of opinion.” Whitman, Royal* Agrees 











position of maximum | ther active nor pas- 
relaxation.” sive motion. 
‘‘Massage and exer- | “The prevention of | ‘‘Voluntary use of pro- 


cise may be deferred | deformity is of far | tected limbs is more 
until the stroke ten- | greater importance | important in the re- 
derness has disap- | than exercise."’ generation process.”’ 

peared.” 











agreement that this should be deferred until 
several months had elapsed. 


Dr. Campbell :—‘‘You did not mention just 
when you begin active function, as weight-bear- 
ing and active use of the upper extremities 
without support. We usually do not begin any 
weight-bearing until after the elapse of six 
months time, and then, of course, with the 
proper apparatus, which should be as light and 
as little as possible. In the upper extremity, we 
do not leave off support until the individual can 
actively use the parts to some extent; for in- 
stance, the shoulder should be abducted by vol- 
untary movement to about 90°.”’ 


Dr. Dickson :—‘‘ We generally allow weight 
bearing at the end of three months and prefer 
braces at this time to rigid supports, but other- 
wise I have nothing to add to what you do.’’ 


Dr. Harris:—‘‘You make no mention of the 
important problem of when weight bearing 
should be permitted and what safeguards are 
necessary to prevent or minimize deformities. I 
think this much more important than physio- 
therapy.”’ 


Dr. Lowman :—‘‘ Many Doctors, because they 
know that continuous bracing tends to make 
atrophy encourage patients to get along without 
braces, and by so doing encourage overstretch 
palsy, allow the patient to carry a very high 
degree of motor and organic strain due to in- 
creased work, and do not realize that there is a 
happy medium.”’ 


Dr. Peabody :—‘‘There may be some advan- 
tage in determining as early as possible the 
probable major residuals, and adapting fixation 
to put the weaker groups in maximum relaxa- 
tion. Thus in lower extremity it may be pre- 
ferable in the particular case to put the foot in 


equinus and the knee in flexion or the hip in 
abduction.’’ 

Dr. Porter :—‘‘ With the active exercises and 
muscle training encourage independence. Never 
give up. Some patients remain in bed because 
they cannot get out alone, but with braces might 
walk when once upright, and there are compara- 
tively few cases that cannot be taught to get 
out of bed or out of a chair alone.”’ 

Dr. Wagoner :—‘‘ Usually about four months 
after the onset of the disease we are able to fit 
the individual with braces and make him ambu- 
latory, unless, of course, the paralysis is too ex- 
tensive. 

‘‘Approximately eighteen months following 
the onset of the disease preliminary operative 
procedures are instituted. These chiefly are 
along the line of stabilizations and muscle and 
tendon transplants. It is interesting to note that 
we are now successfully performing stabiliza- 
tion operations on children from four years of 
age up. We have not succeeded, however, in ob- 
taining satisfactory results in arthrodeses of 
shoulder joints in children under fourteen years 
of age; this constitutes, probably, the only ex- 
ception to the early use of fusion or arthrodesis 
operations. ’’ 

A study of the replies and criticisms received 
has been a help to us and has given us more con- 
fidence in caring for these patients. The con- 
census of opinion confirms our belief in the prin- 
ciples of protection and a conservative program 
of exercise and muscle re-education. 

950 East 59th Street. 
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DIFFERENTIATION OF BRONCHOGENIC 
CARCINOMA FROM MEDIASTINAL 
TUMOR* 

W. H. Newconmps, M.D. 
JACKSONVILLE, ILLINOIS 

My purpose in presenting this paper is not 
to discuss mediastinal tumor, primarily, but to 
use the case to be presented as one of the prob- 
lems in differential diagnosis of lung diseases, 
especially some of the problems in the differen- 
tial diagnosis of primary lung cancer. Bron- 
chogenic carcinoma seems to be increasing in 
importance, since an increased incidence has 
been reported during the past ten years, both 
by clinicians and pathologists. Accuracy in 
the diagnosis of chest diseases is not only desir- 
able but of practical importance with particular 
reference to the type of treatment to be used. 
Tuberculosis is amenable to treatment, and the 
diagnosis usually carries with it a favorable 
prognosis, while primary lung and mediastinal 
malignancies are progressive, ending fatally. 
Modern diagnostic methods should eliminate 
these errors to a minimum. 

The symptoms, physical and x-ray findings 
are being correlated from the increasing num- 
bers of lung cancer being reported, with the 
hope that a definite diagnostic picture may be 
established. 

Incidence of Lung Tumor. Primary lung 
cancer is the most frequent malignancy en- 
countered in the lung and is shown to be on 
the inerease. Older clinicians rarely, if ever, 
made a diagnosis of primary lung tumor and 
the pathologists considered the disease as rare. 
Post mortem statistics of recent dates com- 
pared with older figures has led to the con- 
clusion that bronchogenic carcinoma is on the 
inerease. ‘‘Barblinger’” by analyzing his ma- 
terial found that in the years from 1910- 
1914 the condition oceurred in 2.2 per cent, 
and from 1919-1924 it rose abruptly to 8.3 per 
cent. The Peter Bent Brigham Hospital® in 
Boston, reported seven cases 1913-1927, in- 
clusive, and 16 cases 1928-1929, inclusive. These 
increases are probably more apparent than real, 
as our diagnostic methods have markedly im- 
proved since 1910 or 1918. B. M. Fried' Med. 
Dee. 1931: ‘‘The author is of the opinion that 
the more frequent occurrence of this disease 





*Read before the Section on Medicine of the Illinois State 
Medical Socicty, Peoria, May 16, 1933. 
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in recent years, as compared with older find. 


ings, can be explained on the basis of the fol- 
lowing factors: 1. Improved clinical and patho. 
logical methods of diagnosis; 2. Increased at- 
tention to this malady, and, 3. Increase in the 
span of human life (a much greater proportion 
of the people reach the cancer age).’’ 

The increase, then is very likely more appar- 
ent than real. 

Symptoms. Tumors of the mediastinum and 
lung produce symptoms chiefly by pressure, 
which vary as to location and size of tumor, 
New growths in the anterior mediastinum fre- 
quently, by pressure, cause obstruction to the 
venous return; posterior mediastinal tumors 
cause pressure upon the trachea, esophagus 
and adjacent nerves, and those tumors (usually 
bronchogenic carcinoma) which extend from 
the lung or pleura cause symptoms according 
to location and size. Obstruction to the su- 
perior vena cava causes many of the symptoms 
of mediastinal tumors, namely cyanosis, edema 
of face and neck, dilatation of superficial veins, 
and dyspnea. The edema of the head and neck 
is most prominent, with relatively slight swell- 
ing of arms and hands, which Milles‘ states, is 
probably the result of the auxiliary effect of 
the voluntary muscles in propelling the blood 
through the veins. The edema likewise varies 
as to posture and is associated with dilatation 
of the superficial veins. 

Cough may be caused by obstruction to the 
trachea and bronchi from within or without, 
and the involvement of the recurrent laryn- 
geal nerve. Dyspnea and orthopnea may be 
caused by obstruction to the trachea, or the 
bronchi of one or more lobes, to accumulation 
of fluid in the pleural space, or to stenosis of 
the superior vena cava. The obstruction to the 
superior vena cava is more frequently caused 
by tumors in the mediastinum (arising from 
the thymus, substernal medullar thyroid, car- 
cinoma of substernal thyroid, fibroma and sar- 
coma) and frequently by extension of broncho- 
genie carcinoma into the mediastinum. Hemop- 
tysis is due to bronchial or tracheal involve- 
ment which may be produced by obstruction 
from within or without, usually, of course, as- 
sociated with some secondary infection. Pain 
is not characteristic or constant and depends 
upon location and extent of the growth. 
Pleural effusions are usually found in late lung 
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tumor cases but not so frequently in medias- 
tinal tumors unless there are metastases to the 
lung or pleura. Many cases of bronchogenic 
carcinoma as well as mediastinal tumors may 
be symptomless, at least in the beginning. The 
first manifest signs and symptoms may be of the 
metastasis. The lymph nodes, liver, bones, lungs, 
brain and kidneys are the most frequent sites 
of metastasis. B. M. Fried! has reported 47 
cases of bronchogenic carcinoma with 16 hav- 
ing metastasis to the central nervous system, 
and 13 of the 16 cases were diagnosed as brain 
tumor. 

Definite symptoms and signs in primary tu- 
mors of the mediastinum and lung have not been 
correlated. Rogers’ lists some of the leading 
findings in primary lung cancers: 1. Shrinkage 
of the affected side; 2. The presence of an in- 
filtrating process, most often in the hilar re- 
gion, showing a marked tendency toward peri- 
bronchial infiltration; 3. The presence of a 
bronchial stenosis characterized by a partial 
or complete atelectasis of the affected portion 
of pulmonary tissue; 4. Retraction of the heart 
and mediastinal contents toward the affected 
side; 5. Upward retraction of the diaphragm 
on the affected side; 6. In from 7.5 to 10 per 
cent, evidence of palsy of the phenic nerve 
(more often left sided), with paralysis of the 
corresponding side, and an accompanying par- 
adoxical respiration; 7. Widening of the me- 
diastinal shadow. The x-ray is of the most 
value in the differential diagnosis of chest 
diseases. Paleviski states that a diagnosis. of 
lung cancer may be made from the history 
and physical findings. 

Diagnosis. Diagnosis of primary lung or 
mediastinal tumors may be made by exclusion, 
with suitable x-ray and clinical laboratory 
data (when the material may be made avail- 
able for examination). Tuberculosis may 
usually be differentiated by repeated sputum 
examinations, history, and x-ray findings, al- 
though bronchogenic carcinoma may be super- 
imposed upon pulmonary tuberculosis. History, 
physical findings and laboratory examination 
should rule out syphilis and other infections of 
lung and mediastinum. A differentration of 
the type of tumor may be difficult unless cancer 
cells are found in pleural fluids, material ob- 
tained by puncture of the lung itself, from 
sputum, by sections of available envolved 
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lymphnodes, or by biopsy from material ob- 
tained thru the bronchoscope. 

Given a patient with pulmonary symptoms 
who is in the cancer age, who has a negative 
history for tuberculosis, has had repeated nega- 
tive sputum examinations for tubercle bacilli, 
with a lesion starting at or near the hilus, with 
peribronchial infiltration, and retraction of the 
mediastinum toward the affected side, a prob- 
able diagnosis of bronchogenic carcinoma may 


be made. 
CASE REPORT 

Patient is male, forty-one years of age, married and by 
occupation a salesman. He was well until in February, 
1931, when he became suddenly ill in a Philadelphia 
hotel with chills, fever, generalized aching, cough and 
expectoration. A house physician noted he had a 
temperature of 104°, and diagnosed his illness as 
influenza. It was necessary for him to remain in the 
hotel for 4 or 5 days, before he could return home. 
The cough continued, although he felt well except he 
tired easily. His condition remained the same until in 
September, 1931, when he consulted a physician because 
of blood spitting. An x-ray of his chest showed a fan 
shaped area of increased density which radiated from 
the hilus into the upper right lobe. The patient was 
hospitalized for 2 or 3 weeks, with the probable diag- 
nosis of tuberculosis, although no tubercle bacilli were 
demonstrated in the sputum. He was discharged as 
improved; was apparently well until January, 1932, 
when he again expectorated blood, and he then entered 
a tuberculosis sanatorium, where repeated sputum 
examinations failed to demonstrate tubercle bacilli. 
Patient had complained of pain in the region of the 
right shoulder, and after four or five days in the sana- 
torium, had a rather large hemoptysis which was re- 
peated several times. He could not lie flat in bed because 
of dyspnea and because of dizziness. Edema of neck and 
face was noted which changed from side to side depend- 
ing on position. He was then transferred to a general 
hospital. Swelling of the neck and face became more 
marked, difficulty in breathing was more noticeable, had 
to sit up in bed. The paroxysmal cough was more 
marked and distressing. The right upper portion of the 
chest was flat to percussion which extended 2 or 3 cm. 
to the left of the left border of the sternum. The 
breath sounds over this area were diminished, no rales 
heard, the left border of the heart was within the mid- 
clavicular line; flatness, diminished breath sounds in 
right lower chest, with a positive Grocco’s sign on left. 
Fluid aspirated was straw colored, containing small 
amount of blood, few leucocytes and lymphocytes—no 
organisms found—culture negative. Microscopic exami- 
nation of the centifuged sediment did not demonstrate 
malignant cells. A few large oval cells (no opinion can 
be expressed as to malignancy) were found in material 
aspirated from upper right lobe of lung. Patient had 
a slight elevation of temperature but not daily except 
about 10 days before death when an area of broncho- 
pneumonia was noted in left lower. No abnormal 
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findings were noted in abdomen on entrance to hospital 
but the liver was found to be about three fingers below 
costal border three or four weeks before death. Pa- 
tient shortly before had complained of pain in upper 
right quadrant and in region of the right hip. 

The pupils were equal but somewhat dilated, reacted 
to light and accommodation, eye grounds were normal, 
there was a marked edema of neck, face and eye lids 
with marked dilatation of veins extending down to 
about the angle of Lewis, A number of supraclavi- 
cular lymph nodes were palpable—one was removed for 
section but malignant tissue was not demonstrated. 

Laboratory examinations were not of much help in 
diagnosis, except x-ray. April 7, 1932, R. B. C— 
4,550,000 with 85% Hb. Dare. May 18, 1932, R. B. C. 
—3,460,000 Hb. 60% Dare. Differential count was 
essentially normal except shortly before death when 
a slight increase in neutrophiles was noted. Blood urea 
~—14.010, April 7, 1932. Kidney function 55%. Sputum— 
negative for tubercle bacilli on various occasions. 
Sputum was somewhat gelatinous at times, was never 
examined for malignant cells. Urine, April 7, 1932: 
Albumin, trace. Few pus cells. April 18, 1932, Albumin 
4 Plus, Blood 4 Plus. Kahn and Wassermann tests on 
blood serum-negative. Patient was treated with deep 
x-ray herapy without results, although treatment was 
started late in the disease. 


COMMENT 

The case illustrates the difficulty in differ- 
entiating bronchogenic carcinoma, and. is of 
interest because the infiltrative process from 
the hilus initiated the early symptoms, later 
causing obstruction of the superior vena cava 
and obstruction to the right upper bronchus, 
causing a complete atelectasis of the right 


upper lobe. 
X-RAY REPORT 


Films taken, September 24, 1931, show a dense fan- 
shaped shadow radiating from the right hilar region 
upward and outward into the upper lobe of the right 
lung. The outline is irregular, indistinct; and feathery. 
The appearance is not that of an exudative condition, 
but rather a fibrotic one, suggestive of a healing infarct 
or a healing tuberculosis. 

The diaphragm is regular on both sides. The heart 
and aorta are within normal limits. The trachea is 
located in the mid line, There is no free fluid in either 
pleural sac. There is some dilatation of the lower 
bronchioles in the lower right lobe. 

Examination, April 8, 1932, shows a complete ob- 
literation of the right upper lobe with the condition 
limited entirely to the lobe and completely involving it. 
There is fluid in the right pleural sac, and the lower 
lobe on the right shows a diffuse haziness probably 
from perivascular exudation. The trachea at this time 
shows no deviation and there is no narrowing of the 
lumen of the main bronchus; however, it does seem 
narrowed. 

Some lymph glands in both supra-clavicular spaces 
can be seen, 
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The x-ray findings are suggestive of some form of 
lesion (tumor) causing a progressive bronchial ob- 
struction by pressure and resulting massive collapse, or 
possibly an involvement of the entire lobe by a tumor 
mass. I am more inclined to favor the former. 


Apparently, however, there is neither an increased 
nor decreased pressure, judging from the absence of 
any displacement of trachea or mediastinum, and this 
fact makes a differential diagnosis impossible without 
further information. 


AUTOPSY 


A limited examination of the body was made. The 
sternum was removed with difficulty because the an- 
terior mediastinum was adherent. There was approxi- 
mately 1000 to 2000 cc. of straw colored fluid in the 
right pleural space and approximately 1000 cc. in the 
left pleural space. Pleural surface of right upper lobe 
was adherent and could not be stript without tearing. 
There was no crepitation in right upper lobe; the lung 
was rather dark in color with several hard white 
nodules in the pleura both on the mediastinal side near 
the hilus and on the axillary side. A complete atelec- 
tasis of right upper lobe was found, with constriction 
of the right upper bronchus near the hilus, by white 
hard tumor masses which surrounded the bronchus and 
trachea. Section of upper right lobe did not demon- 
strate any tumor masses in the bronchus itself; a 
bronchitis was found. The tumor mass extended up 
into neck, surrounded the vessels of the mediastinum 
and partially constricted the superior vena cava to 
about % its normal size at a point shortly above its 
entrance into the right auricle. The tumor mass oc- 
cupied most of the anterior mediastinum. 

Metastases were likewise found in the liver and 
kidneys. The brain was not examined. The upper 
portion of the left lower lobe showed an area of bron- 
chopneumonia. The kidneys were not opened, but were 
enlarged with white hard nodules in the parenchyma. 
The heart did not show any gross pathological changes. 
The skull was not opened. 


TISSUE EXAMINATION FROM MATERIAL 
REMOVED IN AUTOPSY 


Lung: The tissue is composed of a dense more or less 
hyalinized fibrous stroma, in the large meshes of which 
are well-stained, round to ovoid cells, and in areas 
spindle cells having a poorly defined cytoplasm. The 
nuclei are vesicular. There is but little intercellular sub- 
stance associated with these cells. They are not clearly 
defined from the stroma, and occasional areas of cen- 
tral necrosis is seen. Some of the cells reach a large 
size, while there is seen a considerable number of 
mitotic figures. Small blood vessels are moderately 
abundant, and at some points the tumor cells themselves 
appear to form vascular channels. 

Liver: The liver parenchyma has been replaced in 
areas, poorly defined, by a collection of round to ovoid 
tumor cells. The latter have vesicular nuclei, granular 
cytoplasm, and show a tremendous number of mitotic 
figures. These areas contain a moderate number of 
delicate blood vessels. 
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Diagnosis: Round cell sarcoma with metastasis to 


liver. 
CONCLUSIONS 


1. Lesions of upper lobes of lung should not 
be diagnosed tuberculosis, unless confirmed by 
proper X-ray interpretation or by finding tu- 
berele bacilli in sputum. 

2. All brain tumors should have x-ray ex- 
amination of chest before operation, to rule out 
bronchogenie carcinoma. 

3. Bronchogenie carcinoma does not give a 
definite clinical picture, at least pathognomonic 
sigus and symptoms have not been correlated, 


to date. 
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DISCUSSION 


Dr. Herman Cole, Springfield: Dr. Newcomb’s paper 
does not leave very much to discuss because it covers 
the ground very thoroughly. I have only one or two 
small points to emphasize. 

The incidence of these tumors seems to be on the 
increase. However, I feel that by obtaining more 
autopsies in the last few years and by the better feeling 
of the lay people toward autopsy during this time we 
have brought to diagnosis a good many cases that 
would otherwise have been diagnosed as tuberculosis 
or bronchiectasis. Most of the cases I have seen have 
been between the ages of thirty and forty. There are 
very few over and very few under that age; that is, of 
the pulmonary bronchogenic type. Most of the patients 
we have seen have come in because of dyspnea. Watch- 
ing these people over a period of several years, we 
believe that from the time of the first diagnosis to the 
time of death they will live about six months. That is, 
‘rom the time of the first dyspnea until the case has 
run its course, 


The upper lobe seems to be more frequently involved 
than the lower. I cannot account for that and it con- 
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fuses the differential diagnosis with tuberculosis, Many 
of these cases have been diagnosed as asthma or have 
been diagnosed as abscess. I do not know what you 
other men’s experience has been, but that is ours. 

I do not believe that x-ray is always characteristic, 
but I do think that two x-rays taken about six weeks 
apart will usually make a diagnosis, 

As to treatment with x-ray. Surgery does not seem 
to do any good while x-ray does seem to help for about 
the first month, probably due to the fact that it relieves 
the bronchial spasm. You may get fooled on this because 
you will get apparently a recession with a good result 
but about a month later you will find the case will pick 
up and go on in spite of everything. 

I appreciate Dr. Newcomb’s paper very much and 
think he has covered the ground very thoroughly. 

Dr. Benjamin Goldberg, Chicago: I would like to say 
a few words about the early diagnosis of bronchogenic 
carcinoma. Most of the case reports concerning patients 
with this condition, including those in which an early 
diagnosis is supposed to have been made, evidence 
lesions which are very extensive, very frequently with 
metastasis and quite often only recognized within a 
few months of a termination of the patient's life. In 
chest diagnosis we have stressed the importance of a 
definite sequential development of symptoms and signs 
in this condition, which enable an early diagnosis to be 
made. The patient is usually above the age of thirty-five 
and comes complaining of an irritative cough which 
continues and is not relieved by any of the cough seda- 
tives prescribed. Sputum of a mucoid type is usually 
extruded and blood is found in such sputum intermit- 
tently. Occasionally carcinoma cells may be found. 
Roentgen films made at this time are negative as to any 
definite changes suggestive of malignancy in or about 
the bronchi, inasmuch as these early lesions do not stand 
out on the film. If the carcinomatous nodule tends to 
grow into the lumen of the bronchus, it reaches a point 
where it may just fill that lumen. During inspiration at 
this time, with a relaxation of the bronchial wall, air may 
pass this point, but during expiration, with bronchial 
contraction, the bronchus loses even its slight patency 
and the alveolar area supplied by this bronchus becomes 
distended or emphysematous. At this time we find on 
physical examination over this area tympanitic resonance 
with suppressed breath sounds. Bronchoscopy, care- 
fully performed, will then evidence the lesion. When 
complete obstruction has occurred, atelectasis imme- 
diately follows and the diagnosis at this time should be 
a simple affair. Pneumography, practiced with lipiodol, 
will also show a definite obstruction at this time. 

Dr. W. H. Newcomb, Jacksonville (in closing): A 
number of cases of bronchogenic carcinoma have been 
operated on for brain tumor when the primary growth 
was in the bronchus itself. It is a good plan to suspect 
a bronchogenic carcinoma when you are dealing with a 
brain tumor, particularly of unknown origin. I remem- 
ber one case I had not long ago who went to operation 
for brain tumor. At operation a secondary carcinoma 
was found. There was one thing we did not do in that 
case and that was x-ray the chest. We could not locate 
the primary growth. 
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COOPERATION BETWEEN THE DE.- 
PARTMENTS OF PUBLIC HEALTH 
AND THE PRACTICING 
PHYSICIANS* 

Anpy Haun, M.D. 

Ex-Director of Public Health 
MT. VERNON, ILLINOIS 

T'o attain the highest efficiency in the con- 
servation of health and life there should be 
complete cooperation between the departments 
of public health, the practicing physicians, and 
the laity in general. With thorough coopera- 
tion between the departments of public health 
and the practicing family physicians it is 
always possible to secure the approval and 
cooperation of the public, for almost any rea- 
sonable worth-while health project. 

Cooperation between practicing physician 
and health department is necessary to success 
in any public health endeavor. That principle 


is basie. All official relations between the two 


must therefore keep that end in view. 

The function of the health department is 
to make the public dissatisfied with prevailing 
health conditions in every respect where im- 
provement is economically possible. It is the 


function of the practicing physician to provide 
and supply the medical service necessary to 
bring about the desired improvement. This 
eliminates the health officer and the health 
worker from the practice of medicine. It places 
upon the medical profession a large responsi- 
bility in preventive work. 

To make people discontent with present 
health conditions, the health officer must know 
with great accuracy what prevailing conditions 
are and must be able to demonstrate to the 
community leaders that improvement is possi- 
ble, desirable, practicable and economical. This 
brings up first the matter of reports and second, 
the methods of demonstration. 

The collection of information is a primary 
requirement to successful health service. The 
practicing physician is the only reliable and 
practicable source from which to obtain most 
of the essential information. Routine relations 
between health departments and private prac- 
titioners therefore begin with reports. To de- 
velop a cooperative attitude and obtain the 


*Read before the Public Health Section, Illinois State Medical 
Society, Peoria, May 16, 1933. 
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desired data, health officers should cultivate jn 
doctors the habit of prompt, complete and 
satisfactory reports. This can be done by fre. 
quent personal contact at stated meetings and 
elsewhere. Legal process to compel physicians 
to report should be resorted to only in cases 
where the justice of such action would be un. 
questionable to the profession and public alike, 
Contact with physicians should be made fre. 
quently by the health officer also through 
written and printed communications, in order 
that doctors may know that the information 
collected is utilized and appreciated. The ap. 
pointment of an active public health committee 
from the membership of the county medical 
society would be the means of greatly facili- 
tating the development of happy relations be- 
tween health departments and practicing phy- 
sicians. It would be the job of the health 
officer to keep the committee busy. Something 
to this effect prevails on a state basis in Illinois, 
where the advisors of the Director of Public 
Health usually embrace representative phy- 
sicians who stand high in the counsel of the 
State Medical Society. 

That the matter of case reports can be im- 
proved is illustrated by the results of a state- 
wide morbidity survey made two years ago, in 
Illinois. In this test project, which covered 
one per cent of the population in a house-to- 
house canvass, only 30 per cent of the test 
cases of infantile paralysis had been reported. 
Only 66.66% of the cases of small pox were re- 
ported two years ago. If these findings are 
representative we are getting only two-thirds 
of the eases reported at best. Various com- 
parative studies indicate that reporting in 
Illinois is fully as complete as that in most 
other states. The health officer, therefore, in 
his relation to the medical profession can afford 
to spend a good deal of time in promoting 
registration of cases. 

Armed with statistical and other evidence 
which shows the existence of reducible sickness 
and death rates, the health officer should go 
first to the organized medical profession with 
his facts and his program. His business is to 
make doctors feel that upon them devolves 4 
very definite and large responsibility in pro- 
teecting the public from preventable illness. 

Doctors are educated and trained at no little 
expense to society. While a very considerable 
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item to the individual student, the amount paid 
out to medical colleges in fees and tuition is 
but a fraction of the total cost of producing 
a physician under modern circumstances. All 
medical colleges are heavily endowed or draw 
large funds from public treasuries. In return 
for the privileges and benefits thus acquired a 
doctor should be made to appreciate keenly his 
responsibility to the public, and it is the health 
officer’s duty to see that he does fully under- 
stand his obligations to society in this respect. 
Here again a public health committee from 
the Medical Society would prove to be a help- 
ful medium through which to work, but a com- 
mittee ean never replace personal contact. 
During the past four years, at the invitation 
of the council of the Illinois State Medical 
Society, I have attended most of their meet- 
ings in the capacity of State director of public 
health. Here we frankly discussed the public 
health problems, the problems of the physicians 
and the projects that would better the health 
conditions of our State. I also visited county 
and district Medical Societies and lay groups 
in practically every part of the State—in ap- 
proximately four hundred meetings. This 


lessened misunderstandings and promoted co- 


operative efforts in reducing the morbidity and 
mortality in Illinois. 

Unless the health officer goes to the physicians 
with his facts and his program the practitioners 
are apt to grow tired of reporting. It is time 
consuming and tedious to make out detailed 
case reports. When no effort is made to show 
the practicing physician how the information 
thus collected is utilized for the benefit of the 
community in which he lives and for his own 
edification, he is apt to grow careless and even 
antagonistic toward greater demands from the 
health department. 

Promoting discontent among the public, on 
the other hand, has a profound influence over 
the relations between health officer and doctor. 
The health officer, for example, persuades a 
mother that her baby, at the age of six months 
or one year, should be protected against diph- 
theria with toxoid. There should be no cause 
of uneasiness about what attitude the prac- 


ticing physician will take when the mother . 


appears before him for further advice and the 
necessary service. Again, the health officer 
Succeeds in interesting men and women in 
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periodic health examinations. They go to prac- 
ticing physicians in good faith. If the oppor- 
tunity thus created for doing the patients a 
real service is neglected, then nothing caleu- 
lated to reduce friction and add harmony to 
the relation between health department and 
private physician has been contributed. When 
the health officer sends a school child to a phy- 
sician for the correction of defects he should 
enjoy a confidence that the private doctor will 
accept the situation as a real opportunity, 
rather than dismiss the patient with an air of 
triviality. 

These suggestions emphasize the importance 
of an understanding between the health depart- 
ment and the practitioner which is sym- 
pathetic and cooperative. To bring such rela- 
tions to pass the health officer needs to spend 
considerable time in cultivating a cooperative 
attitude in the medical profession. In a good 
many communities, and even states, this mat- 
ter has been neglected, apparently on the 
grounds that doctors, as such, are conversant 
with public health problems and await only 
the injunction of health officers to embark 
without questions upon programs offered as a 
remedy. 

Only a short while ago, as State health offi- 
cer, I brought to the attention of a county 
medical society in Illinois, the fact that diph- 
theria consistently, from year to year, caused 
a higher death rate in that county than in any 
other county in the State. The same county 
experienced a mortality rate from typhoid 
fever and an infant death rate far in excess 
of the State average and of neighboring coun- 
ties. The doctors of that county medical so- 
ciety were amazed to learn of these conditions. 
Their attitude has been changed from one of 
complacent contentment with local conditions 
to that of active interest in proposals calculated 
to relieve the situation. They feel also that 
the health department has performed an im- 
portant service to the medical profession and to 
the public in presenting the information and in 
suggesting a program to remedy matters. No 
physician and no medical society relishes the 
reputation of practicing in an area which has a 
health record worse than any other comparable 
area. 


It is probable that relatively few doctors 
know what the infant or maternal death rate 
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in their community is, and how this rate com- 
pares with those of similar places elsewhere. 
Very few physicians know whether typhoid 
fever, tuberculosis or diphtheria is excessive 
in their localities. It would seem to be sound 
practice, therefore, for the health department 
to conduct surveys rather frequently and keep 
physicians well informed on all current health 
conditions and problems. The end in view 
would be, of course, to make every physician 
feel that he is in reality a public health officer. 


Dr. Shirley Wynne, of New York, has ex- 
pressed this idea very well. In speaking of 
diphtheria prevention he said: 


“The doctors must do the actual work of 
immunization. There is a changed conception 
of the function of the practicing physician. 


‘*For years he has been called a private phy- 
sician. A physician is primarily a public 
health officer. Every case of diphtheria is a 
public matter.’’ 


Dr. Wynne might well have added that 
every case of smallpox, typhoid fever, scarlet 
fever, tuberculosis or any other communicable 
disease is a public matter. Furthermore, no 
physician fulfills his obligation to society un- 
less he regards each case of these diseases as 
a public matter by reporting it promptly to 
the health authorities and by taking such other 
precautions as are necessary to prevent spread- 
ing. The report of a case of contagion is to 
health worker what an alarm is to fire fighting 
organizations. 


I believe that making the practicing physi- 
cian conscious of his duties as a public health 
officer in his community, pointing out to him 
health conditions that could be improved, and 
impending epidemics that could be prevented, 
are some of the major factors in the coopera- 
tion between health departments and prac- 
ticing physicians where good may be accom- 
plished. 


Last summer two cases of typhoid fever were 
reported in a city of 1700 population in IIli- 
nois. This city had no safe water supply, no 
sewerage system and the setting was perfect 
for an outbreak of two or three hundred cases 
of typhoid, with perhaps twenty to thirty 
deaths. But prompt cooperation between the 
local physicians, the city officials, the school 
officials, and the Department of Public Health, 
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resulted in the immunization of more than 
1,100 of its citizens, and the adoption of meas- 
ures to limit the cases to the two originally 
reported. 

A number of cases of typhoid fever were 
reported in Springfield early last summer. 
They were widely separated and for a while 
baffled the attending physicians and the health 
officers as to the source of infection. But when 
all milk and food handlers were required to 
submit specimens for laboratory examinations, 
and a number of typhoid carriers were found 
in this group, the problem was solved. These 
prompt measures limited the cases in that city 
to twenty, instead of probably three or four 
hundred. 

Cooperation between the Department of Pub- 
lie Health and the practicing physicians and 
their dissemination of knowledge concerning 
preventive medicine, has made possible the: 
lowest morbidity and mortality rate that has 
ever been recorded in the history of Illinois. 
Cooperation of these two groups has also re- 
duced the incidence of sickness and resulting 
deaths throughout the civilized world. If there 
could be complete cooperation between the de- 
partment of health, the physicians and the 
laity in general, with the knowledge we already 
have, if properly applied, there is no reason 
why most of the communicable diseases should 
not become extinct in all modern civilized 
nations. 


The health department is not in the position 
of an agency seeking cooperation from phy- 
sicians without having something to offer in 
return. It can furnish diagnostic laboratory 
service. It has authority to make rules and 
regulations which affect the doctor’s daily life. 
It commands access to channels of publicity 
and education which are largely closed to the 
practicing physicians. It can influence public 
opinion with an ease which can never be ac- 
quired by the practicing physician. It can 
exercise an influence over legislative matters 
that directly concern the medical profession, 
which physicians are not in a position to dupli- 
eate. The newspaper, the radio and the motion 
picture open channels to the public mind which 
are charged with propaganda of quackery and 
proprietary drug interests. Health depart- 
ments, as official governmental agents, are in a 
better position to combat the evil influence of 
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such propaganda than is the organized medical 
profession. 

From time to time during the past four years 
vicious articles have appeared in the public 
press not in keeping with the truth and scien- 
tifie facts—ofttimes reflecting ‘on the medical 
profession. When called to my attention, as 
director of Public Health, armed with statisti- 
eal facts and data, I always replied to the 
articles and mailed copies of my reply to the 
local medical society, the parent-teacher groups, 
and others interested. With a single exception, 
we secured publication of my reply in the same 
periodical that broadcast the misinformation. 
We thus rendered a real service to both the 
medical profession and the public. 

Health officers and physicians cannot side- 
step nor evade their responsibility for the sani- 
tary and the health conditions of their com- 
munities. The morbidity and the mortality of 
a community or city more or less reflects the 
skill, energy and influence of the health officer 
and physicians living in those communities and 
cities. 

The primary duty of a health department is 
to the public. The primary duty of a practicing 
physician is to his patient and his clientele. 
The health officer therefore looks at matters 
from the standpoint of the community as a 
unit, while the doctor tends to visualize things 
from the standpoint of the individual. The 
relations between health department and prac- 
ticing physicians are, therefore, very close to 
ideal, when through the establishment of mu- 
tual confidence the health officer is able to make 
the doctor realize the importance of individual 
to community health and govern his profes- 
sional activities accordingly. 


DISCUSSION 


Dr. W. R. Marshall, Clinton: I have enjoyed Dr. 
Hall's paper very much. I am only sorry that the paper 
was not read before a larger audience of general prac- 
titioners. Dr, Hall’s recent term at the head of our 
public health department and his long service in the 
general practice of medicine, associated with his acti- 
Vities with the inner organization of our State Medical 
Society, I think, fits him to give us a paper of this kind, 
and he speaks with an authority that we all should 
accept. I think that Dr. Hall’s statement that every 
practitioner is a health officer is a very, very true one. In 
the practice of medicine there is a field for the health 
department as well as the general practitioner and, as 
I know the health department since I have been prac- 
ticing in the State of Illinois there has been a willing- 
hess on their part to heartily cooperate with the general 
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practitioners. J know of no exceptions. I know that, 
during Dr. Hall’s administration, we have had a hearty 
cooperation with the members in our county and with 
our medical society ; and this has also been the case with 
his predecessors at the head of the department. We have 
had some experience in the past year in the matter of 
cooperation in our county. A year ago, with the help of 
the health department, we immunized between two 
thousand and twenty-five hundred school children in 
our county against diphtheria, and later in the fall gave 
the Schick test. We are having now a little epidemic of 
typhoid fever in our county and we have had the hearty 
cooperation of the present health department in tracing 
the source of this and preventing any additional outbreak 
of typhoid. Some eighteen or more cases came from a 
church supper. The health department had two men on 
the job immediately and traced the source of the in- 
fection and gave a very hearty co-operation to our 
county society and to the general practitioners in our 
community. So we have a warm place in our hearts for 
the health department. 


As Dr. Hall says, the health department has some- 
thing to give to the general practitioner, when they 
ask for cooperation. With their laboratory work, and 
their helping with preventive medicine and all of the 
organization work, it is, I think, more than a 50-50 propo- 
sition with the health department and the general prac- 
titioner. It is only by cooperation that we get the fullest 
benefit in health work. You see this illustrated some- 
times in cartoons where two mules are tied together 
and there are two boxes of feed and each one is trying 
to get to his feed. They are tied so that they can’t and 
they finally get together and both of them go over and 
help themselves with one box of the feed and then go 
to the other. If the general practitioner and the health 
department work in that way, there is nothing but good 
that can come from it. And in this day and age of 
women’s clubs and parent-teacher organizations and 
chambers of commerce and lodges, and this, that and 
the other, with the cults entering into the practice of 
medicine, it behooves the general practitioner and the 
health department to cooperate in order to maintain the 
standard that they should. 


I, perhaps, do not know very much about this great 
bugaboo of State medicine that we hear so much about. 
I personally do not have any fear of State medicine in 
our State when things are going as they are. I think in 
every case, if the head of our health department is not 
practically selected by our State medical organization, 
he has the O.K. of the inner activities of the organization 
before he is appointed to the health department. 

I just want to say again that I heartily agree with 
everything that Dr. Hall has said, and I regret that 
more general practitioners could not have heard his 
paper. I thank you. 

(Dr. Hall did not close the discussion.) 





Lecturer: “I say, my good man, you can’t sleep in 
here!” 

Bored Individual: “I could if this guy next to me 
wouldn’t snore so loud!” 
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MEDICO-LEGAL ASPECTS OF ‘‘SPONTA- 
NEOUS FRACTURES’”™* 


Kurt Garve, M.D. and C. E. Eartny, M.D. 


Attorney at Law Industrial Surgeon 


LOS ANGELES, CALIF. 


In the case of Newton v. Industrial Accident 
Commission of California et al. (Cal.) 267 Pace. 
542, plaintiff, a minor of twenty years, was in 
the employ as a general roustabout of one 
Brown, a highway contractor, and had been in 
such employment for some months. On or 
about October 6, while working on a public 
highway, he was sent by his employer to a 
point about one mile distant to get a truck. 
He went to a point of the highway where he 
knew the truck would pass, and waited for it. 
As he was waiting the truck came along, but at 
about the same instance of time another auto- 
mobile passed between the truck and the boy, 
so, being afraid as the boy testified, that the 
truck driver did not see him, he hallooed to the 
truck driver, and ran down the highway after 
the truck. The truck slowed down, and as the 
boy was running along the dirt portion of the 
highway, he heard or felt his knee snap. He 
did not fall, although he felt his knee crumple 
under him. He recovered without falling, and 
continued to the truck, and rode on the truck 
for about one hour. His knee started to ache 
and to swell, and his employer sent him to 
Doctor Harris. Hospitalization and treatment 
thereafter followed. On December 19 of the 
same year a refracture occurred when the boy 
stepped into a hole or depression while walk- 
ing. The testimony showed that the boy did 
not stumble, trip over anything, or step into 
any depression while running after the truck. 
The expert testimony of the attending physi- 
cian and surgeon, Doctor Harris, during the 
trial for recovery of an award in favor of the 
boy for the first and second injury was as fol- 
lows: ‘‘From the man’s history and from the 
fact that there was no bruise, excoriation or 
contusion at or about the knee-joint, I would 
he led to believe that the fracture of the patella 
was caused spontaneously while the boy was 
running to catch the truck. I do not believe 
that there was any extraordinary strain or 
trauma or exaggerated movement, but that the 





*Reprinted from International Journal of Medicine and 
Surgery, June, 1932, 
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fracture occurred as the result of the normal 
motion of the leg in running. The recurrence, 
in my opinion, was not caused by an extraor- 
dinary movement, but simply by a misstep. 
Operative findings at the second setting showed 
the fracture to ‘have recurred through the pre- 
vious fracture lines. I do not believe that there 
was any period of partial disability following 
either fracture.’ 

Upon these facts the commission found that 
the evidence did not establish that the fracture 
was caused by injury or strain arising out of 
or occurring in the course of employment. 
Compensation was denied. A petition for a re- 
hearing having been denied application was 
made to the District Courts of Appeals for a 
writ of certiorari which also was denied. The 
case was carried to the Supreme Court. 

Was the medical expert correct in his testi- 
mony as seen from the standpoint of a bone 
surgeon? Was it ‘‘spontaneous fracture’’? 

Before the writers will go into the details of 
the topic they wish to call the reader’s atten- 
tion to the fact that the term ‘‘spontaneous 
fracture’’ is misleading. This word earries 
with it the conception of happening unen- 
foreedly, originating in itself, without external 
cause, while in truth in every ‘‘spontaneous 
fracture’’ there are two component parts: a 
demonstrable underlying abnormal condition 
of the body, or of the bone itself, and some 
external causative agent which, if considered 
as a traumatic force, would be insufficient to 
fracture a bone of normal structure and re- 
sistance independently of the first mentioned 
condition of abnormality which weakens the 
bone and its structures. It would be better and 
more intelligible to call such a fracture: A 
false fracture, a pseudo-fracture, a pathologic 
fracture in contradistinction to the true trau- 
matie fracture. We shall, therefore, define a 
‘spontaneous fracture’? as a_ pathologic, 
pseudo, or false fracture which oceurs on 
account of abnormal fragility of the bone 
tissue by virtue of a pre-existing disease, or 
diseases, and which causes the bone to give way 
under force insufficient to cause damage to a 
normal bone. 

The causes of such enhanced fragility are 
manifold, and they may be divided roughly 
into six groups: Three local ones: Tumors, 
foreign bodies and local infections, and three 
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general ones: Infections of a general character 
(such as blood poisoning, pneumonia, typhoid 
fever), certain systemic disorders and heredity. 

For the claim adjuster, not being a physi- 
cian, this division is not of much value, and 
we shall, therefore, disregard it and classify 
the fractures according to the possibility of 
occurrence in medico-legal cases. 


In workmen’s compensation cases and similar 
cases of master and servant pseudo-fractures 
happen less infrequently than the reader may 
suppose. Tuberculosis, syphilis and any kind 
of injury with subsequent infection which 
exists over a comparatively long period of time 
are frequent underlying causes. The infections 
are mostly of the insidious type. Impercepti- 
bly the bone substance proper and the bone- 
marrow become infected and eaten up by the 
infection within the bone cavity. There is origi- 
nally a slight accident, such as a small cut, a 
stab into the flesh, or some other form of indus- 
trial injury. Some months later the person so 
afflicted with the bone disease shows signs of 
abnormal fragility of the bones. Chronic 
osteomyelitis, an inflammation of the bone- 
marrow is a good example for this type of 
cases. The clues are few and far between. The 
course being insidious, there takes place a grad- 
ual change of the bone tissue resulting in what 
is called rarefaction of the bone substance 
which means that the previously normal bone 
substance becomes less and less dense until, 
finally, it may be covered with a thin sheet of 
bony substance. The length of time which in- 
tervened between the original accident and the 
final outcome of the infection, the slight im- 
portance given to the original injury by the 
patient, or even the doctor who treated him for 
his injury, and the apparently obvious lack of 
causal connection may induce the employer 
to resist claims which are absolutely justified 
and compensable. On the other hand, damages 
may be awarded to an employee for con- 
Sequences of an injury which he had suffered 
while in some other employment, and under 
some other, different master who in fact should 
be held responsible for the damages. The claim 
adjuster should always investigate the possi- 
bility of the above-mentioned diseases such as 
osteomyelitis, syphilis or tuberculosis as a safe- 
guard against unwarranted claims of em- 
ployees. There may be other bone areas in- 
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fected in the same manner, and of the same 
or a similar character, but not yet noticeable 
to the naked eye. X-ray pictures should be 
taken of the several parts of the claimant’s 
skeleton in order to discover a pathologic frac- 
ture. Insurance companies, employer-corpora- 
tions and others interested in settling claims 
of such a nature should not avoid these pro- 
cedures and costs because of the seemingly im- 
probability or impossibility of the existence of 
such a condition as multiple bone infections. 


While infectious diseases of the chronic type 
are usually the cause of pseudo-fractures, there 
are other occasions in which the claim adjuster 
should look out for unfounded claims. Thus 
local pressure may cause a thinning of the bone 
substance at a place where such pressure is 
constantly exerted. It stands to reason that a 
certain amount of time is necessary to produce 
a condition of the bone favorable for path- 
clogical fractures in such cases. So it may 
happen that years after foreign bodies such as 
metallic nails, spikes, screws or clamps have | 
been fastened to a previously broken bone in 
order to fix directly the fragments and to keep 
them in place until the bony ends unite (as 
in case of compound fractures of the limb), 
the surrounding healthy tissue is acted upon 
by the constant pressure of such metallic bands 
or rings causing atrophy of the bone tissue 
and diminishing the strength of such bone 
tissue. It is not the old fracture line which 
finally breaks, but the tissue underlying the 
mechanical aid of consolidation of such frac- 
tured bone ends. The claim adjuster should 
always investigate as to the possibility of pre- 
vious operations of the described kind, and in 
ease of doubt should have an expert make a 
thorough examination along these lines, too. 


Less capable of detecting the possibilities of 
pseudo-fractures is the claim adjuster in cases 
in which there are tumors which affect the 
bone. Such tumors seem to form at the seat 
of previous injuries and of chronic irritations. 
Tumors may be benign or malignant. To the 
former belong the so-called cysts which may 
occur in the bone either singly or in groups. 
A cyst is a sae or cavity filled with a fluid or 
semi-fluid. While these cysts occur mostly in 
the maxillary bone (upper jaw) in connection 
with teeth, they may be found everywhere in 
the tissues of the human body. In the bone 
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they begin in its interior and as they increase 
in size, they expand until they may be covered 
only by a fine layer of bone substance. So- 
called dermoid cysts may be found in the bones 
of the skull, often rarefying the same to a 
large extent. To go into the details of the 
different types of these and other tumors 
would lead too far and cannot be done in this 
paper. However, one type of tumors, other 
than eysts, shall be mentioned in this connec- 
tion, because of their potential value as a clue 
te the claim adjuster in his medico-legal inves- 
tigations: Cancer and similar new growths. 
Where the cancerous growth has affected 
directly the bone, the solution of the question 
whether or not there is a pathologic fracture 
may be, or may not be, a comparatively simple 
task. But there are cases in which the cancer 
has imperceptibly spread and has sent off- 
shoots through the blood stream or through 
the lymphatics to other organs, particularly to 
the spine, forming so-called metastases. These 
secondary implantations may occur in any 
‘bone in which they corrode the bone substance, 
and finally lead to a pathologic fracture. The 
investigator should, therefore, be on the alert 
und should inquire about previous operations 
on the womb, stomach, intestine, rectum or 
other organs. The reasons for such operations, 
if any, should be investigated, and if the in- 
vestigator finds a history pointing to early 
cancer which was operated on, x-ray pictures 
should be taken of the spine and of other 
bones. 


However, the claim adjuster should not lose 
sight of the fact that none of these conditions 
mentioned exclude categorically a claim for 
compensation due to industrial accident be- 
cause a pre-existing disability does not render 
the employer immune against compensatory 
awards by the industrial accident commissions. 
The most that can be hoped in some of such 
cases is to cut the compensation down to the 
amount to which the injured employee is justly 
entitled under the compensation act. 


The next class of cases which may be con- 
nected with a pseudo-fracture or many of such 
fractures are such as create the suspicion of 
malpractice, assaults and batteries and other 
torts. These fractures may become a matter of 
concern in civil as well as in criminal cases. 
We have already mentioned the pressure which 
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may be exerted by foreign bodies upon healthy 
bone tissue leading finally to a pathologic frac. 
ture. An impacted tooth may act in the same 
manner, causing first inflammation and sub- 
sequently atrophy of the jawbone. An attempt 
of the dentist to extract such a tooth may re. 
sult in a fracture of the jawbone, a suit for 
malpractice against the operator may ensue, 
even though all the ordinary skill and pru- 
dence has been used by the dentist which other 
dentists in similar communities, under like or 
similar circumstances are using. Another case 
is that in which certain hereditary conditions 
are the underlying factors of a pseudo-fracture. 
The writers wish to mention in this connection 
an abnormality called osteogenesis imperfecta. 
It is found in infants and young children. 
Multiple fractures of the ribs and of the long 
bones may occur. Niklas, as cited in McCal- 
lum’s ‘‘A Textbook on Pathology,’’ p. 859, 
Saunders and Co., 1916, describes a case of a 
stillborn infant in whom more than sixty frae- 
tures were found, most of them produced some 
time before birth. One imagines how easily a 
case of infanticide or of malpractice could be 
made out against any person or the attending 
obstetrician. One thinks of it-—sixty fractures 
—and a layman would condemn the attendant 
as a cruel, barbarous and unskilled doctor. 
X-ray pictures will disclose the reason for 
these fracures. The diagnosis, if not made at 
birth, and provided the child survives, will re- 
veal itself later on in early childhood by an 
unexpected fracture from the most trivial in- 
jury. What has been said about the obstetri- 
cian may apply very well to attendants in 
children’s hospitals, foundling homes, orphan 
asylums and other institutions in which in- 
fants and young children are taken care of. 
For the sake of completeness there may be 
further mentioned a disease, called marble 
bones, and another one, Gaucher’s disease. The 
diseases require medical experts. The latter 
disease may run in the same family affecting 
several children, and there is a possibility that 
other members have suffered similar fractures. 


In hospitals for mental and nervous diseases 
there may oceur cases of pseudo-fractures due 
to nervous disorders. It stands to reason that 
such cases may be under care in a private 
home, too. These fractures may become a cause 
of action against nurses, orderlies and even pri- 
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vate persons who have no connection with the 
medical profession at all. Once in a while a 
elaim is made against such hospitals that the 
patients, who are usually seriously sick, have 
been mistreated. Slight movements of the pa- 
tients while in bed, under close surveillance, 
may cause such pathologic fractures. Among 
the causing agents of such nervous diseases, 
leading to pseudo fractures, must be mentioned 
the fact that the nervous tracts of the brain 
and spinal cord are interrupted by pathologic 
processes which cause loss of sense of muscular 
balance and of pressure. The innervation or 
the nerves regulating the nutrition of the bones 
are also impaired, and in consequence of these 
and other factors, the bone, or bones, become 
undernourished, pressure is exerted upon them 
which pressure is not counteracted by change 
of position, and finally atrophy results with 
ensuing possible pseudo-fracture. Tabes dor- 
salis, general paralysis, late syphilitic proc- 
esses, are most important in this connection. 
Often the investigator will have a lead from 
the mere fact that the patient is confined in 
such a hospital or under a similar private care, 
that there is a wasting disease, a disuse or non- 
use of the limb involved, and an under-develop- 
ment of the respective part of the body or other 
things. 


In homes for the aged the attending physi- 
clans and nurses, or other persons, may be 
exposed to unjustified accusations on account 
of similar conditions. Old persons show an 
increased fragility of the bones, and this is 
particularly evident when such old persons 
have been in bed for a long time, and when the 
limbs or bones have been subjected to long 
immobilization. The question whether there 
is a true traumatic fracture or a false fracture 
may in such eases become the subject of heated 
arguments among medical experts, jurymen or 
others, when they have to decide such a ques- 
tion for themselves. 


The writers wish to call the attention of the 
reader further to a certain disease called 
osteomalacia. It does not consist, like rickets, 
in the disturbance of the development of the 
skeleton, the growing bones not being retarded 
in their normal course of ossification. The 
skeleton has already undergone normal devel- 
opment and has aequired normal firmness. 
The bones become soft and friable afterward. 
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The female sex is noticeably predisposed to 
this disease. It is a disease of the adult. Among 
exciting causes child-bearing is certainly the 
most important for both: the first signs of 
osteomalacia and for the fresh exacerbations 
which usually date from the time of preg- 
nacy. The earthy salts of the bones disappear, 
beginning to do so in the interior, spreading 
outwards and causing a corresponding soften- 
ing of the bones. The general condition of the 
patient is often unimpaired for a long while 
except for some pain and impairment of mo- 
tions. There is an ill-defined, deep-seated pain 
in the lowest part of the spine, the nape of the 
neck, the back and the thighs. The disease 
runs a chronic course, occupying seldom less 
than two years and oftentimes even five and 
ten years. There is also an endemic form of 
this disease. In any case of auto accidents, 
industrial injuries or other personal injuries 
of women the investigator should suspect this 
disease when he thinks that there is a patho- 
logic fracture rather than a true trauma. He 
should inquire into the past history of child- 
bearing; that claimant is a woman of middle 
age may be taken into consideration, and if she 
has had the above-described pains the sus- 
picion is strengthened so much more. X-ray 
pictures of the bones will prove of much value 
in the diagnosis of this disease, and under cir- 
cumstances the fact that the ailment responded 
to proper treatment may give a lead. 


Finally, there are some other diseases which 
may be the cause of pathologie fractures, and 
which must be mentioned: scurvy and certain 
diseases due to faulty metabolism. They are, 
however, particularly within the province. of 
the medical man, since even the most careful 
general investigation may not uncover any 
trace of the existence of these ailments. 


It is quite significant that the decision of the 
Supreme Court of California, to which we are 
going to come back now, is, so to say, prefaced 
by the following words of the chief justice: 
“On further consideration, we are of the view 
that, notwithstanding the rather persuasive 
arguments of the petitioner, the decision of the 
District Court of Appeals, affirming the action 
of the respondent commission denying an 
award should stand. Although we might dis- 
agree with the commission as to the weight of 
the evidence before it, as an appellate tribunal 
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we may not overturn a finding of fact, if there 
is some evidence to support it.’’ 

The reader who has been following our ex- 
planations up to the present time will probably 
now be interested in an interpretation of the 
fact of the case of Newton v. Industrial Acci- 
dent Commission of California et al. (Cal.) 
267 Pae. 542, which will show why the judges 
of the Supreme Court might have been in- 
clined to disagree with the commission in its 
findings. 

A knowledge of the anatomical relations of 
the kneecap and surrounding other structures 
is necessary to a perfect understanding of the 
fractures to which the kneeeap is liable. 

The patella is a flat and triangularly egg- 
shaped bone of about the size of a silver dollar. 
Attached to the kneecap upon its upper border 
is the tendon of a group of powerful muscles 
of the thigh, the great extensors of the leg. 
Upon each side of this comparatively small 
bone are attached two more strong, but not 
quite so powerful, muscles. Below these inser- 
tions of the above-described muscles there is 
another attachment, a broad band of tissue 
which is the union of wide, dense sheaths of 
the museles of the thigh, and which is called 
the great fascia. It is inserted on the lower 
border of the kneecap. 

Thus we see that a comparatively very 
strong pull is exerted upon the kneecap con- 
stantly which acts as a fixed point on which a 
lever moves. If the pull becomes excessive for 
some reason, the fulerum is bound to break. 
This is the reason why we have in fact three 
types of breaks of bones: the true traumatic 
fracture caused by some external violence, the 
pseudo-fracture which the reader is now suffi- 
ciently familiar with, and fractures caused by 
violent. muscular contractions. Although frac- 
tures of the normal bone from muscular con- 
tractions are comparatively very rare as com- 
pared with fractures from external violence, 
nevertheless they happen. We must consider 
as true fractures thus produced only those 
eases in which other intrinsic or external 
causes can be excluded as the essential vul- 
nerating force. In this group of fractures be- 
long those of bony prominences that serve as 
points of insertion of powerful muscles such 
«8 the lower jaw-bones, the shoulderblades, the 
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The fracture of the patella embraces about 
one-third of these fractures caused by muscular 
contractions. The fractures occur from violent 
contraction of the above-mentioned group of 
extensor muscles of the leg in persons who 
make any extraordinary effort to retain the 
erect position when threatened by a fall, or 
muscular contraction takes place when the knee 
is flexed, in which case the fracture occurs in 
consequence of bending and traction at the 
same time. Three things, however, stand out 
conspicuously: a, That there is no underlying 
pathology as in pathologie fracture; b, that 
there is no sign of external violence such as ex- 
coriations, bruises, or contusions, as in the 
ease of a true traumatic fracture due to ex- 
ternal force; and ec, that these excessive mus- 
cular movements which are of a highly com- 
plicated kind anyway, and which cause the 
fracture, occur when the individual’s atten- 
tion has been drawn away from the voluntary 
action of the muscles, the powerful pull of 
which causes the bone to become fractured. 
In other words, under the stress of the mo- 
ment the individual controls his muscles in a 
subconscious or instinctive manner, quick, and 
upon the spur of the moment, while his mind is 
directed to some other portion of the actual 
happenings. Therefore, he is not able to give 
more than a relatively very inaccurate state- 
ment of what has happened to him. This ae- 
counts for the paucity of the medical history 
of such eases as ours. However, the history 
does not show any infection, general or local, 
nor any hereditary condition, nor any con- 
stitutional shortcoming to account for the exist- 
ence of a pseudo-fracture. The condition pre- 
cedent to the diagnosis ‘‘spontaneous frac- 
ture,’’ a definite pathologic underlying cause 
is absent. So, it may be asked how it may be 
assumed that there is a false fracture in this 
young man of twenty years of age. 

Neither does the fact that there were no 
excoriations, bruises, or contusions, standing 
alone, prove that the fracture must necessarily 
be a pathologic one. This fact is at best equi- 
vocal, but would be of greatest value if really 
a general or local pathology had been found. 
It would have been a valuable, additional, 
affirmative proof of the existence of a pseudo 
fracture. As things stand, however, the ab- 


arm, the thigh and the rear part of the foot. sence of external signs of violence is equally 
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compatible with internal trauma caused by 
excessive pull of the powerful extensor mus- 
cles of the thigh. Equally unsatisfactory is the 
conclusion that the first fracture must have 
heen a false fracture because the refracture 
occurred through the old fracture lines. The 
fact that the refracture happened to be just 
through the old fracture lines seems to prove 
no more than that there has been not yet a 
sufficient union of the fragments and in view 
of the history of the case that no more than 
eight weeks have elapsed between the first frac- 
ture and the refracture, it is more probable 
that the union was not sufficiently firm to war- 
rant the running around of the boy such a 
short time after his discharge from the hos- 
pital. 

If we take all the facts together: The ab- 
sence of signs of external violence, the fact 
that the boy has not fallen, although he was 
liable to do so, that a refracture occurred 
through the old fracture lines and that no 
pathology could be found to account for the 
first fracture, we come to the conclusion that 
this complex of facts is equally, if no more, 
compatible with the theory of a true traumatic 
fracture caused by violent muscle pull, and 
that the theory of pathologic fracture is lack- 
ing of one important detail: the local or gen- 
eral pathology causing a pseudo-fracture. 


How does it happen then that the Industrial 
Accident Commission found that the plaintiff 
was not entitled to an award in his favor, and 
how did it happen that the appellate courts 
were bound to uphold this decision? Industrial 
accident commissions are fact-finding bodies. 
Therefore, if there is sufficient evidence sup- 
porting such findings of the commission, the 
appellate courts are bound thereby and cannot 
on review draw their own inferences from the 
testimony set forth in the record. They cannot, 
in presence of sufficient evidence to uphold the 
decision of the commission, conclude from the 
testimony whether or not the petitioner is en- 
titled to compensation. Their jurisdiction ex- 
tends only to the ascertainment of the fact that 
there is, or that there is not, testimony sup- 
porting the findings. 

Further, the commission may not disregard 
edical expert testimony of the subject under 
consideration, if it is one within the knowledge 
of experts only, and if it is not also one within 
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the knowledge of laymen. Under such cireum- 
stances expert testimony is conclusive, even 
though contradicted by non-expert witnesses 
(240 Pac. 58). Then, again, the burden of 
proof that the accident arose out of the em- 
ployment and during the employment is upon 
the petitioner, while the burden of proof that 
the injury culminated solely by reason of a 
pre-existing, inherent defect is upon defendant. 
In order to prove his case, the petitioner must 
make some showing, some prima facie ease; he 
must give some evidence tending to prove that 
injury arose out of the employment and during 
the employment. If, as in our ease, the peti- 
tioner does not prove an outside cause, some 
external violence connected with the nature of 
the employment and during the employment 
such as a fall or a blow, or if he does not prove 
some extraordinary movement or action such 
as a violent pull of the muscles, a sufficiently 
awkward position of the body due to his em- 
ployment, to account for some extraordinary 
movement or muscular action, he has not 
proved his case. The evidence in our case has 
not come up to the requirements of the com- 
mission. 

The doctor concluded that there was an in- 
herent defect because of the lack of the above 
requisites. Whether his conclusion was right 
or wrong, the commission adopted his view, and 
having once done so, the commission as well as 
the appellate courts were bound by it. It is 
not necessary that petitioner be free from any 
inherent defects. If the injury arises out of 
the employment and by reason thereof and 
during the employment, the employee is en- 
titled to compensation although the inherent 
defect contributed to the injury. But there 
have to be some objective signs connecting in- 
jury and employment. In absence of such suf- 
ficient proof, no award can be made in favor 
of the employee. From a purely scientific med- 
ical standpoint the writers are not prepared to 
pronounce this case a ‘‘spontaneous fracture”’ 
as this term is colloquially used in medicine, 
because of the absence of any showing of some 
local or general pathology. Summarizing the 
medical part of the topic we may say: 

1. The proper name for “spontaneous fracture” is 
pathologic fracture, false fracture, pseudo-fracture. 


2. False fractures are always due to either general 
affections, infections, or hereditary dispositions, or they 
are due to local infections, tumors or foreign bodies. 
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3. A pathologic fracture requires a definite pathol- 
ogy as underlying cause in order to justify such a diag- 
nosis. 

4. The facts of the case of Newton v. Industrial 
Accident Commission of California et al. (Cal.) 267 
Pac. 542, are as compatible with a true traumatic frac- 
ture caused by violent pull of the muscles of the thigh 
as with the theory of a pathologic fracture in absence 
of the showing of some inherent pathology of the bone 
or the bony system. 

5. The absence of excoriations, bruises, or contu- 
sions is not proof that the fracture has not occurred 
on account of violent means. 

6. A refracture occurring during the yet incom- 
plete process of healing should not be called a pseudo- 
fracture, and should be regarded as the interruption 
of the normal process of rehabilitation of the respec- 
tive bone. 

7. From the fact that a refracture occurs through 
a previous fracture line, no conclusion can be drawn 
exclusively that such fracture and refracture are due 
to “spontaneity.” 

8. The syndrome of lack of signs of external vio- 
lence, of absence of a fall, and of visible extraordinary 
motions, or any other happening of such character, 
does not conclusively prove that the fracture or re- 
fracture is pathologic as such term is used in medicine. 

9. The medico-legal aspects of pathologic fractures 
are not properly recognized by attorneys, claim ad- 
justers, and physicians and surgeons. 

10. Pathologic fractures are more common than one 
may think. 

11. Pathologic fractures may lead to suits for per- 
sonal damages, erroneously supposed to be due to mal- 
practice, or they may become matters of concern in 
criminal, other civil, and workmen’s compensation cases. 

12. X-ray pictures are of paramount value in cases 
of false fractures. 

13. In most cases a properly trained medical man 
is able to recognize a pathologic fracture. 

14. Attorneys, claim adjusters and medical men 
should go into details of life history of claimants where 
there is a suspicion of a pathologic fracture. 

15. Slight exertion, mild injuries, undernourishment, 
nervous disease, and other conditions should put the 
investigator on his guard as to the possibilities of a 
pathologic fracture. 

16. Claim adjusters, attorneys, physicians and sur- 
geons should always keep in mind the possibility of a 
pseudo-fracture whenever the case seems to be an ex- 
traordinary one from the standpoint of causes of such 
fractures. 


APPENDIX 


Cases collected by Dr. C. E. Early, industrial sur- 
geon, Los Angeles, Calif. 

Case 1.—A driver of a laundry wagon, aged fifty, 
was driving along his route. The wagon struck a de- 
pression in the road, causing the driver to bounce about 
six inches off the seat. He experienced pain in the back 
and had continuing disability. When examined a few 
days later, there was a definite deformity of the back. 
X-rays showed almost complete collapse of one of the 
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vertebrae. Detailed history of the patient showed 
the fact that he had lost about thirty pounds in weight 
over a period of about two months, also that he had a 
rather persistent cough. His X-ray pictures of the lungs 
showed an advanced cancer of the lungs. The collapse 
of the vertebrae was due to destruction of the bone as 
a result of cancer, and the collapse would have taken 
place in a short time without the trivial back injury. 

Case 2.—Another interesting case was that of a 
middle aged man who came in stating that while work- 
ing as a carpenter he had slipped between the joists 
and injured his hip. He stated that the injury caused 
but little pain, and that he was able to continue work- 
ing, but that his hip had gradually become deformed. 
Examination showed destruction of bone about the hip- 
joint with considerable deformity. The leg had short- 
ened about two inches. Subsequent examination in this 
case proved that the man had syphilis with pathologic 
fracture about the hip. The case was heard before the 
Industrial Accident Commission, and at the hearing 
the man demonstrated to the referee that he had al- 
ways been remarkably agile for a man of his age. He 
stood upon one leg and put the other one behind his 
neck. He also did the “splits.” All of his joints were 
remarkably relaxed, a condition occurring at times in 
certain forms of spinal cord syphilis. Had the bones 
and joints been normal, the injured man would have 
been unable to perform the acts which he did in demon- 
strating his remarkable physical condition. Had _ his 
brain been normal he would have probably had more 
intelligence than to believe that he could perform such 
acts, unless he had been trained especially throughout 
a period of years. 

Case 3—A Mexican laborer was employed unloading 
and piling sacks of cement, each weighing about one 
hundred pounds. He had carried and stacked nearly 
one hundred sacks without event and was in the act of 
placing a sack on the stack which was then about the 
level of his head when one of his legs gave way, and 
he fell to the floor. He stated that he had a sensation 
as though the floor had given way, and he had gone 
through a hole. Subsequent examination showed a com- 
plete fracture through the thigh bone near the hip with 
the fragments of the bone overriding about four inches. 
Examination of the blood showed definitely that the 
injured man had syphilis. The syphilis had involved the 
brain, spinal cord and certain bones. The fracture was 
due to syphilis and not to external violence, as the in- 
jured man was doing nothing unusual. There was no 
external violence at the time the bone gave way. 

Case 4—Another somewhat similar case was that 
of an American, aged fifty-two, who was working for 
one of the large oil companies. He and a fellow work- 
man were pulling on a large wrench, when the injured 
man had a sensation of something tearing in one of his 
knees. He continued working for two days with some 
discomfort and swelling of the knee. Then, while carry- 
ing a piece of timber his knee gave way and he fell. 
Examination showed the knee markedly enlarged, but 
relatively free from pain. Movements in every direction 
were greatly increased, and the knee bowed outward. 
X-rays showed marked destruction of ane of the large 
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bones of the knee-joint, there being several detached 
fragments of bone as large as a pigeon’s egg. Subse- 
quent examination proved definitely that this man also 
had syphilis. The marked disintegration of the bone. 
had the bone been normal, would not have occurred 
without extreme violence. 

All of the above cases are actual occurrences and all 
are good examples of fractures occurring in bones as 
the result of diseases with no or very trivial injury. 


CARBUNCLE 
W. D. Pennineton, M.D. 
CHICAGO 

Carbuncle occurs rather frequently. Gener- 
ally speaking it is readily recognized and not 
regarded as fatal. It does, however, cause 
death, especially when it is of the malignant 
type. 

Carbuneles are most frequent in the pos- 
terior cervical region, back and buttocks. They 
may occur in other portions of the body—lips 
and scalp. The infection enters a hair follicle, 
undermines the integument, filters into the 
(leeper tissues only to find egress through sev- 
eral apertures, back to the free surface. It is 
characterized by numerous openings through 
which the resultant pus escapes. 

The pathological findings in carbuncle show, 
first, an invasion of pyogenic microbes (staphy- 
lococeus or staphylococcus and streptococcus, 
as in this ease) in the tissues. This infection 
creates an increased subcutaneous strain or 
pressure which reaches its peak and completes 
the picture in approximately ten days. The 
acute inflammatory process causes an exuda- 
tion which is hemmed in by unyielding, deep 
cervical fascia and the dense fibrous tissue un- 
der the skin. This compresses and strangles the 
blood vessels in the region, causing a septic 
gangrene in the adjacent tissues. The same 
process extends to contiguous fields resulting 
in eribriform perforations through which pus 
and slough exudes exposing an irregularly ex- 
cavated ulcer with well defined everted edges. 
The result is: First, septic slough in gangre- 
nous regions; second, layer of pus produced by 
organisms in both tissues; third, an area of 
granulations; fourth, inflamed tissues, cireum- 
scribing the entire area. 

The severity of earbunele depends, first, upon 
the general condition of the patient with spe- 
cial reference to diabetes; second, upon the 
thickness of the skin, either normally or due to 
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fibrous sears from previous attacks (which was 
a factor in this ease), and, third, the character 
of the infeetion and the extent of the borders 
of the superficial portion of the deep cervical 
fascia which limits its spread. All of these con- 
ditions hasten or retard recovery and contrib- 
ute very definitely to the course and severity of 
the disease. 

The prognosis depends especially upon the 
spread when in the region of the neck. The 
danger increases with the extent and type of 
the infection. A vital factor is the destruction 
of the lower vertebral portion of the deep cerv- 


‘ ieal fascia which permits the fulminating pro- 


cess to extend vertically and laterally with re- 
spect to the spine. This latter condition was 
present in this case to an extensive and alarm- 
ing degree. 


There will be no attempt to record a review 


of the literature. It might, however, be perti- 
nent, to quote an accepted definition. Accord- 


ing to Dorland, it is ‘‘an inflammation of the 


subcutaneous tissue, terminating in a slough and 
in suppuration, and accompanied by marked 


constitutional symptoms. The swelling is at 
first covered by a tight reddened skin which 


later becomes thin and perforated by a number 
of openings discharging pus. This mass finally 
sloughs away leaving an ulcerated excavation. ’’ 


The following report of a case, giving only 
the salient facts, is justified I think, for these 
reasons: First, the number and severity of at- 


tacks; second, its course and recovery; third, 
the low incidence of recovery in involvements 
of such a large extent; fourth, the plan of treat- 
ment. 

CASE 


Mr. H. (White) Aged 60 years, salesman. Came to my 
office on October 14, 1932, complaining of a sore on the 
back of his neck He stated that his trouble was of ten 
days’ duration and that he had had treatment adminis- 
tered at a Class A Hospital up to the time that he came 
to see me. He also stated that the surgeon at the hospital 
had diagnosed his trouble as carbuncle and had operated 
on him twice—October 9 and 12. 

Prior to this time I had treated him for two attacks 
of carbuncle infection. The last time about nine years 
ago when he had one on the back of his neck in the 
region of the fourth cervical vertebra and the other 
just below the right scapula. The resulting cicatrix from 
this attack in his neck became an aggravating factor in 
the care and treatment of this case. My records show 
that sugar and albumin were absent and that the specific 
gravity was normal during his last attack. 
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Physical examination revealed a large, well developed 
male, 6’ 2” in height, weight 190 Ibs. with entire back 
of neck covered with a large surgical dressing. He was 
decidedly toxic in appearance and said he had consider- 
able pain. His temperature was 101, pulse 98 and res- 
piration 24. On examination the urine was negative as 
to sugar and albumin with a specific gravity of 1020. 
Cultures of specimens showed mixed streptococcus and 
staphylococcus infection. Aside from his carbuncle his 
chief complaint was inability to get sufficient sleep. 
His appetite was not good and he looked undernour- 
ished. He had lost about fourteen pounds. Examination 
of abdomen was negative and, except for a rather weak 
pulse, there was no evidence of heart disease. 

On removing the dressing a large carbuncle area was 
disclosed, the center of which appeared to be to the right 
of the fourth cervical vertebral region, the same location 
as the last attack. It had been incised with a large 
crucial incision. Some of the sloughing mass had been 
removed. The area of involvement was 8” long. It 
extended from the occipital protuberance to the seventh 
cervical vertebra and was 7” along the occipital ridge 
and 3%” at the level of the seventh cervical vertebra. 
There was a definite line of demarkation at the occipi- 
tal border. Within the immediate region of the crucial 
incision there were numerous openings in the tissue from 
which extensive slough and pus were escaping. 


Fig. 1. Appearance of ulceration Nov. 1, 1932, show- 
ing extensive erosion and craters with irregular sur- 
faces on edges and eversion in occipital region and re- 
giot of the seventh cervical vertebra of flaps com- 
posed of external layers of border tissue. 
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During this visit local applications of Hydrosal were 
applied and infra-red lamp was focalized over small 
areas of the field for periods ranging from 15 to 30 
minutes. The entire procedure taking about five hours.. 
These exposures were repeated daily, at which time | 
incised and removed numerous infected fascial bundles 
and shreds of fibrous tissue which had resisted the slough- 
ing process in the area involved. The application of 
Hydrosal was alternated with Hydrosal ointment and 
aluminum acetate during subsequent treatment. 

When the sloughing material was removed the entire 
inferior margin of the superior portion of the deep cer- 
vical fascia exposed a general gangrenous condition of 
the tissues and, upon removing these tissues, the dorsal 
lumbar fascia extending down to the fourth dorsal 
vertebra formed a definite infected pocket. This pocket 
was packed once with iodoform gauze, after which alum- 
inum acetate was freely used. As the sloughing process 
continued the open spaces containing pus were filled with 
aluminum acetate as the antiseptic of choice for dressing. 

In infections involving such extensive necrosis of soft 
tissue (as was present in this particular case) aluminum 
acetate is a much better antiseptic and far more cleanly 
than any of which I have knowledge. It has a predilec- 
tion for necrotic tissue, dissolving it readily and keeping 
the wound sterile, clean and odorless. 

The patient was cared for in the usual medical way. 








Fig. 2. Taken Nov. 29, 1932 (4 weeks later). Shows 


marked improvement with edges of ulceration resum- 
ing normal appearance and evidence of flaps adhering. 
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Various tonics of recognized standard makes, containing in different fields of the main ulceration, from which 
1 were large quantities of iron, were prescribed and his bowels numerous bundles were removed each day. The resultant 
small kept active with mercurial and saline cathartics. Insom- pockets or cavities were filled with aluminum acetate and 
to 30 nia was the most troublesome factor the first two weeks dressed. He began showing signs of decided improve- 
hours. . of treatment. The patient got most of his sleep while in ment and his constitutional condition became more satis- 
time | my office lying upon a couch during exposure to an infra- factory. 
undles wd lamp. These exposures required from five to six November 1 a second injection of Colmanganese was 
lough- hours each day. administered. At the end of the third week, because of 
ion of In spite of this intensive course of treatment the improvement in the general condition of the patient, the 
it and patient's general condition remained unsatisfactory and use of the infra-red lamp was discontinued. The treat- 

he began to show signs of breaking under the strain. ment from that time on was local, together with intra- 
entire His constitutional symptoms and constant complaints of — venous injections, at weekly intervals, of an ampule of 
p cer- subjective discomfort were very discouraging. The op- Colmanganese, a colloidal preparation. In all six injec- 
ion of sonic index and the phagocytic action of the blood were _ tions were given. 
dorsal not sufficient, apparently, to localize the infection. Figures 1 to 4 belong to a series of 12 pictures taken 
dorsal October 26 an intravenous injection of Colmanganesc at intervals of one week, beginning Nov. 1, 1932. They 
pocket was administered. On his return to my office the follow- show the ulceration at its worst and the various steps of 
alum- ing day he reported he had had, for the first time, some improvement up to and including the last picture taken 
rocess sleep at home and remarked that whatever I had given March 19, 1933 — four Weeks after the patient had been 
1 with him on the preceding, day had made him feel better. discharged as cured. 
ssing. Figure 1 is a reproduction of a picture taken Nov. 1, Numerous types of dressing were used, but the final 
of soft 1932. It illustrates the wide distention of the tissues with dressing of choice was paraffin which was used con- 
ninum acrater-like formation. There are evidences of a begin- tinuously after December 6, 1932, following which date 
leanly ning regeneration of the tissues. there was no suggestion of infection. The paraffin was 
-dilec- The flap engaged and everted by a pair of forceps at melted in a retort and sprayed rather thickly over the 
-eping the dependent point of the ulceration could be elevated entire area. A pad of cotton of satisfactory thickness 


sufficiently to expose a pocket visible down to the fourth was then placed over the wound and held in position 
dorsal vertebra. There were large areas of necrotic tissue by a figure of eight gauze bandage. The dressing was 











Shows 
resum- 
hering. 


Fig. 3. Jan. 22, 1933. The last picture taken before 
the patient was discharged. Note improvement and Fig. 4. Picture taken March 19, 1933. Four weeks 
smoothness of the border line; the rapid growth of after patient was discharged. 
‘air and the normal appearance of the entire field. 
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changed daily. This type of dressing proved to be ideal. 
No skin grafting was necessary. The scar, at this 
writing, is scarcely noticeable and the head and neck 
movements are normal. 


CONCLUSIONS 

1. Carbuncle irrespective of extent of in- 
volvement should not become fatal. 

2. Pulverized aluminum acetate is the anti- 
septic of choice. It should be freely used. 

3. Colmanganese has a wide range of useful- 
ness; it is non-toxic in therapeutic doses and 
is a good hematonice. 

31 North State Street. 





THE DAWN OF A.SPECIALTY IN 
MEDICINE ALLERGY AND 
PHYSICAL ALLERGY 


W. W. Duke, M.D. 
KANSAS CITY, MISSOURI 


I wish to express my sincere appreciation 
to this association for an invitation to read a 
paper on my favorite subject in internal medi- 
cine, this is, ‘‘ Allergy.’’ 

We are passing into a new era in the prac- 
tice of medicine in the development of this 
subject. We are making a wide departure from 
trodden paths. Possibly as wide a departure 
as that which followed the advent of the early 
studies in bacteriology. In text books of the 
present day on general and special pathology, 
and in the text books devoted to general medi- 
eine and the treatment of disease of special 
organs, we find classifications of disease which 
consist essentially of malformations, traumata, 
acute and chronic inflammations, intoxications, 
benign and malignant tumors, ete. We now 
have to add to the above, an additional item, 
namely, the allergic diseases which affect the 
individual as a whole, and also which can af- 
fect directly or indirectly, each of the special 
organs. It is a question with me whether or not 
any active living tissue is immune to the effect 
of allergy. 

Allergy differs from the above mentioned ill- 
nesses in that it is caused in general by agents 
which are more or less inert, or actually benefi- 
cial or necessary to normal individuals, such 
agents for example as food, pollen, hair, or in- 
sect scales, or by physical agents as essential 
‘o health as light, heat and cold. 

There are apparently two phases of allergy. 
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The one, a local effect which occurs as a result 
of direct contact between a sensitive tissue and 
an offending agent; the other an effect which 
resembles that which occurs as a result of over 
stimulation of one or several or possibly all the 
branches of the vagus nervous mechanism. 
These effects are of course multitudinous, since 
the vagus nerve influences the activity of every 
living tissue. ; 

The local lesion of allergy consists charae- 
teristically of pale swelling which is oedemat- 
ous and anemic, and is surrounded frequently 
by an area of hyperemia. It can appear with 
great rapidity and disappear with equal rapid- 
ity. Following rapid disappearance there is 
almost always complete restitution of the parts 
affected. This is of course subject to gross 
exception. For example, the allergy lesion can 
be so intense (exemplified by the Arthus phe- 
nomenon) as to cause gangrene of the parts af- 
fected. Furthermore, if an allergy lesion af- 
fects a part perennially without remission, it 
ean eause hyperplasia of the tissue elements. 
For example, perennial allergy in the nose 
gives rise to so-called hyperplastic rhinitis and 
polyps. In the skin, gross hyperplasia of the 
skin elements which causes it, in many cases, 
take on leather-like thickening of the skin; in 
the bronchii, it can give rise to muscle hyper- 
trophy and prolifheration of the tissues. With 
complete subsidence of the disease these hyper- 
plastic lesions usually disappear and leave the 
tissues with complete or almost complete resti- 
tution to normal structure. 


The above statements are all subject to gross 
exception, because of the fact that the damage 
done by allergy depends in large degree upon 
the situation of the lesion. A gross swelling of 
the loose elastic tissues in the axilla for ex- 
ample, does no harm. A similar lesion of al- 
lergy however, in the internal ear or inside the 
skull, ean seriously damage the affected struc- 
tures and neighboring structures. Edema in 
soft elastic parts is not especially dense. In 
more resistant structures, however, the swell- 
ing may be so dense as to give the impression 
of cartilage. 


The allergy lesion can be very gross indeed: 
in fact, so gross that in cases where the face 
is involved, the features. may be almost oblit- 
erated. It can cause obstruction in the trachea, 
obstruction of the intestines, and, in the uri- 
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nary tract, can cause such a disturbance that 
the resulting symptoms may simulate and ex- 
eeed those caused by stone. 

There is a gross pharmacological difference, 
between allergy and the lesions it may stimu- 
late. The one ean be stopped immediately as a 
rule, by the adequate and ideal use of adren- 
alin, and may be little affected by morphine. 
In the case of organic diseases, the reverse 
status usually obtains. 

The allergy lesion also differs cytologically 
from other diseases, in fact, it is characterized 
by the presence of a typical cell, namely the 
“eosinophil.’? Eosinophils present an almost 
constant finding in allergic tissues at certain 
phases of the reaction. They are likely to oc- 
cur in great numbers. They are to be found 
not only in the affected tissues but also in the 
blood during certain times and may amount to 
as much as or more than 25 per cent of the 
white cells. High counts such as these how- 
ever, are the exception, not the rule. Eosino- 
phils are increased as a rule not only in the 
blood but also in the secretions, such as the 
salivary secretion, nasal secretion, and bron- 
chial secretions—and even in the mucous se- 
eretions found in the stools in the case of al- 
lergie diarrhea. The finding of eosinophils is 
more important from a diagnostic standpoint. 

For example, in the case of acute coryza, the 
finding of a gross preponderance of eosinophils 
in the secretions indicates that the coryza is 
primarily allergic. If a gross preponderance 
of neutrophils is found, the disease is infec- 
tious in origin. If there is a goodly number of 
hoth eosinophils and neutrophils, the lesion is 
probably infection superimposed upon a pri- 
marily allergic disease. 

Whereas the local lesion briefly described as 
above is grossly important, it is hardly so wide 
spread or damaging as the wide spread effect 
of over activity of one or several or all of the 
branches of the vagus nerve. This effect may 
he more rapidly fatal in extreme cases than 
any illness with which I am acquainted. In 
extreme instances, it may resemble the rapidly 
fatal histamine poisoning, as observed exper- 
imentally in animals. General vaso and capil- 
lary dilation may be so extreme that the af- 
flieted individual bleeds to death very quickly 
in his own vessels. In this ease, none of the 
classical signs of allergy appear. Instead, the 
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patient suddenly becomes apparently lifeless. 
Pulse and respiration stop, and the patient as- 
sumes the appearance of a cadaver. I have had 
the opportunity upon three oceasions of restor- 
ing a patient from this condition promptly to 
a-state of health by the quick and adequate 
use of adrenalin. I have also had patients sub- 
ject to allergy die suddenly without apparent 
cause, rhyme or reason, after the eating of a 
hearty meal. I frankly believe that allergy 
ranks as one of the most common causes of 
sudden death of apparently healthy individ- 
uals. Death is caused as a rule, I believe, by the 
encountering of an agent which far exceeds 
the individual’s tolerance. 

Allergy may stimulate a great many non- 
allergic diseases, but almost never stimulates 
them perfectly, and can almost always be dif- 
ferentiated from non-allergie diseases by eare- 
ful physicians who understand this subject. 

For example: Cerebral allergy can stimulate 
brain hemorrhage, Menniecr’s disease of organic 
origin, migraine, epilepsy or even brain tumor. 
The distinguishing features lie in family and 
personal history of allergic diseases, the eo- 
existence of other symptoms typical of allergy. 
The fact that allergic symptoms are inelined 
to come and go or migrate, and by the fact that 
they yield promptly (if uneomplicated) to the 
effect of adrenalin when ideally administered. 
Frequently recurring cerebral disease, (diag- 
nosed as a rule as vessel spasm) ; frequently 
recurring functional disease of the heart, in- 
cluding tachycardia (not paroxysmal), angina 
pectoris, and various and sundry arrhythmias, 
are rather frequently caused by allergic dis- 
ease, (probably vagal), and ean be relieved im- 
mediately when this is the case, with adren- 
alin if ideally given. 

There are many types of allergy. There are 
types which are so widely divergent as to cause 
pathology and pathogenesis, that we are indeed 
fortunate in having the non-commital term 
‘falergy’’ under which we can class the different 
types of allergic diseases which have nothing 
more in common than is indicated by the 
literal meaning of the word ‘‘allergy,’’ namely 
“‘altered reactibility.’? Some of the different 
types of allergy may be grouped as follows: 

1. Serum Sickness: This ean afflict al- 
most any norma! individual, if the dose of 
serum administered is large enough. This 
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vecurs typically several days or two weeks or 
nore after administration of a foreign serum. 
It may be gruesome in symptomology but rare- 
ly is a dangerous illness if controlled by fre- 
quently repeated adequate doses of adrenalin. 

2. Accelerated Serum Reactions: These are 
likely to oceur in members of the atopic fam- 
ily who may or may not have had previous 
doses of the serum. This illness is likewise 
gruesome, but is almost always controllable by 
the use of adrenalin. 

3. Serum Allergy: This occurs in members 
of the allergy family who have spontaneously 
hecome sensitive to serum. This illness gives 
rise to violent uncontrollable disease which 
proves quickly fatal. Coca has frequently men- 
tioned the fact that if a person has tolerated 
one dose of serum he is almost sure to tolerate 
a second. Patients with atopic serum sensitive- 
ness practically never tolerate a first dose, even 
though the initial dose may be excessively small. 
Lamson reviewed the histories of about 80 
cases of reported serum deaths and in approx- 
imately half, a history of hay fever or asthma 
was mentioned. Deaths have been reported im- 
mediately following the intravenous injection 
of one drop of horse serum; several following 
the use of one ¢.c. subcutaneously. I knew of 
one ease in which death immediately followed 
the injection of 1/100 c.c. of horse serum in- 
tracutaneously as a test. Some of these deaths 
might have been prevented in the present day 
by the use of a tourniquet above the cite of 
inoculation of the serum, if the serum were 
injected into an extremity. This method of 
therapy, given us first by Cooke and several 
years later, but independently, by Insley, in- 
dicates that the arm or leg should be used for 
the inoculation of serum instead of the gen- 
erally recommended sites buttock, back or ab- 
domen. In the latter areas the life saving pro- 
tecting tourniquet cannot be used. 


4. Natural Hereditary Allergy of Atopy: 
as it has been termed by Cooke and Coea, rep- 
resent an illness which is quite different from 
serum sickness or accelerated reactions and 
which is apparently the same disease as serum 
allergy above mentioned. It depends upon a 
peculiar hereditary constitution through which 
a person may become sensitive to one or sev- 
eral or many foreign agents. (Cooke and Van- 
derveer). The illness frequently becomes man- 
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ifest in infancy, in the form of eczema, gastro. 
intestinal disease, or in many other ways. I, 
infancy the illness is usually caused by sensi. 
tivity to food, and frequently disappears after 
a few years. The typical manifestations how. 
ever, often reappear again in late childhood 
or in youth in the form of excessive sensitive. 
ness to some foreign agent, such as pollen, an. 
imal dander, fungi, insect seales, food or sera, 
Sensitiveness at this age is usually extreme jn 
grade—in fact patients who are so affected 
may be made ill by amounts of a foreign agent 
which are so small as to cause the agent to rank 
in toxity for them far beyond that of any 
known poison except one such as diphtheria 
toxin, and tetanus toxin. In this condition the 
patient can be affected seriously by one-mil- 
lionth or much less of the offending substance, 
This type of illness differs from others to be 
mentioned subsequently by the fact that it ean 
be passively transferred to other individuals 
by the injection of the patient’s serum into 
the skin of a normal person by the Preuxnitz 
and Kustner method. 


If 1/10 of a c.ec. of serum from an egg sensi- 
tive case is injected intracutaneously into a 
normal person, the skin area will react with 
the formation of a huge hive in ease the in- 
jected individual eats egg (Walzer). This dis- 
ease differs grossly from anaphylactic sensi- 
tiveness as observed in animals in the fact that 
the patient cannot be desensitized quickly by 
sub-lethal dose of the offending agent (Biered- 
ka’s Method). This method of desensitization 
has been tried a number of times in the treat- 
ment of human allergy and always with dis- 
astrous result. The sensitiveness of a patient 
of this type however, can be reduced slowly 
and effectively by repeated and frequently in- 
creasing, almost infinitesimal amounts of the 
agent to which the patient reacts. In_ this 
way clinical relief can be obtained, and upon 
this phenomenon is based our present day 
methods of so-called ‘‘desensitization.’’ 


5. The drug allergies are grossly like atopy 
as above described and may be equally and as 
tragically extreme, but differ in the fact that 
sensitiveness to drugs cannot be transferred 
passively to the skin of normal individuals by 
the Preuxnitz and Kustner method, nor does 
desensitization therapy seem practical in this 
condition. 
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There are two or more types of drug allergy, 
one as exemplified by a case of sensitiveness to 
chlorine, and a case of sensitiveness as de- 
sribed by the writer in which the area of 
the reaction is confined directly to the point 
of contact between a tissue and the offending 
agent. For example: In a case of chlorine sen- 
sitiveness the inhalation of chlorine gas causes 
erya, cough and asthma and the application 
of a dilute solution of chlorine to the skin 
cquses a hive directly confined to the point of 
application. This condition is not transferable 
passively. The common type of drug allergy, 
however, is not like the above and is exemplified 
by the commonly observed aspirin allergy. In 
this case, symptoms such as hay fever, asthma, 
hives, or collapse may follow the digestion of 
asmall amount of aspirin. The symptoms ap- 
pear ordinarily a few minutes or several hours 
after the taking of aspirin. There may be a lit- 
tle or no reaction at the point of contact of the 
nouth tissues with aspirin and skin tests are 
practically always negative. Apparently ten 
per cent of hay fever and asthma patients are 
sensitive to aspirin. (Sterm Van Lewen.) I 
have devised a simple test for aspirin sensitive- 
ness which should always be used before admin- 
istering aspirin to an allergic patient. It con- 
sists of the placing of several tiny granules 
of aspirin on the tongue of the patient. If he 
is aspirin sensitive, he usually displays symp- 
toms of allergy within thirty seconds to two 
inutes. This reaction can be stopped within 
thirty seconds to one minute by having the 
patient repeatedly rinse his mouth with a 
glass of water containing a little dilute acetic 
acid. The acetie acid prevents the transforma- 
tion of the insoluble aspirin into the soluble 
sodium salicylate by the alkaline mouth juices. 


In the early days of the study of allergy it 
was believed that human allergy like animal 
anaphylaxis could be induced only by protein 
substances. This of course has been disproven, 
for humans can become sensitive to such agents 
a quinine, atropine, morphine and a host of 
other non-protein substances and even to in- 
organic substances. Wolf Esner attempted to 
account for this type of sensitivity by assum- 
ing that a non-protein body could combine with 
normal body proteins so as to produce a new 
body which could sensitize an individual and 
thereafter cause a reaction upon adequate con- 
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tact. This very attractive theory is very diffi- 
cult to prove in clinical cases, although it can 
be easily proven in animals by sensitizing to 
such agents as iodized protein, or protein 
treated with bromine. In this case the animals 
may not react to the natural proteins used but 
may react with symptoms of anaphylaxis if 
treated with protein altered by bromine or 
iodine respectively. This possible explanation 
should be kept in mind by students of allergy. 
The future may disclose a method of proving 
or disproving the idea. 

6. Physical Allergy: In 1932, I made a 
wide departure from the study of allergy in 
the discovery that patients could become sensi- 
tive not only to material substances, but to 
physical agents, such as certain rays of light, 
specific for the individual or to certain de- 
grees of heat generated by mental or physical 
effort. The fact is that patients could not only 
become sensitive to physical agents such as 
those mentioned, but could become so extremely 
and violently sensitive that a slight rise in skin 
heat could cause extreme grades of shock in cer- 
tain individuals excessively sensitive to heat. 
Likewise, a sip of cold water could cause a violent 
reaction and shock in patients sensitive to cold. 
In patients excessively sensitive to light the 
exposure of a considerable area of skin to sun- 
light for a few moments could cause hives and 
shock within a few minutes, which rendered 
them completely helpless. In this class of pa- 
tients, that is those sensitive to physical agents, 
I have observed every phenomenon of allergy 
that I have observed in patients sensitive to egg, 
pollen, dander, and other material substances. 
The fact that the condition exists cannot be 
doubted and has been verified abundantly in 
recent literature. Furthermore I have found 
that such conditions as hives or asthma caused 
by emotional disturbances and varying types of 
mental or physical activity are usually in 
patients who are heat sensitive and react to the 
heat generated by effort; for example, many 
women supposedly sensitive to spermatozoa are 
actually sensitive to the effect of heat and effort. 
Likewise heat sensitive men who think they are 
impotent may become virile if they chill them- 
selves with a cold bath prior to the effect of 
heat. 

The mechanism through which patients re- 
act to physical agents is rather mysterious and 
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is probably varied. However, the fact stands 
proven and verified that reactions in cases 
sensitive to physical agents is just as specific 
and real as reactions caused in other sensitive 
persons by certain types of pollen or epithe 
lium or by certain foods. Light sensitive cases 
are not sensitive to all rays of light, but only 
to certain specific rays toward or beyond the 
violet end of the spectrum. This varies in dif- 
ferent individuals. Likewise patients sensitive 
to cold may not react at all to a skin tempera- 
ture of 0° C. or at 20° C., but may react 
violently with rise to temperatures between 
5° C. and 15° C. Likewise, in patients sensi- 
tive to heat, the reaction may occur very 
violently to skin temperature from subnormal 
toward normal or vice versa in cold sensitive 
cases from a normal or high temperature down 
toward subnormal, Slight grades of heat which 
are generated by walking across the room, or 
even by rising from a sitting to a standing 
posture, cause in some patients violent reac- 
tions which can be immediately stopped by a 
little cold applied to a small skin area. Pa- 
tients of this sort are almost always violently 
affected by the ingestion of hot drinks or 
foods, or in cold sensitive cases by cold drinks 
or cold foods. 

Heat sensitive cases may be relieved by cold 
and quiet. They rarely know that they are 
sensitive to heat, but instinctively lead a quiet 
life, and avoid situations in which they are 
likely to be overheated. They often give an 
impression of laziness. Cold sensitive persons 
on the other hand may be relieved quickly 
either by heat or effort. They rarely know of 
their sensitivity to cold, but instinctively lead 
a life of excessive activity, are inclined to ex- 
ercise and develop their muscles and feel re- 
lieved after prolonged hot baths. A number 
of historical characters whose activities typify 
excessive energy could have been diagnosed as 
cold sensitive individuals. 

In a paper of this scope I cannot deal with 
the details of these conditions, nor give the 
proofs upon which my ideas on the subject are 
based. For this the reader is referred to 
previous writings. 

There are two types of physical allergy. 
One in which the reaction is confined to the 
point of contact between a surface such as the 
skin or the surface membranes of the nose, 
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bronchial tubes or alimentary tract. The 
other type, or so-called reflex like type, shows 
reaction not only at the point of contact, but 
in distant structure as well, and frequently jn 
distant structures only. For example: In a 
heat sensitive case of the latter type the plac. 
ing of one forearm in a water bath of 42 de. 
grees centigrade, may cause asthma in one 
patient, nasal stoppage in another, hives ip 
another or even profound shock, prostration, 
disappearance of pulse and respiration in 
another and finally even convulsions, head 
ache, temporary blindness, vomiting, or any 
number of symptoms which I could mention, 
The symptoms resemble exactly those caused 
by contact with egg in an egg sensitive case. 
It is interesting to remark that in extreme 
eases such as the above mentioned reaction 
can be almost immediately relieved by rub- 
bing a relatively small area of skin with a 
piece of ice. Often the cooling of a hand, arm 
or both arms will relieve. One can well 
wonder why patients of this type are not in 
a constant state of reaction. The fact is that 
in patients of this sort, reaction is prevented 
by a subconscious avoidance of heat and effort 
or cold which is beyond their tolerance. A 
change in the habits or situation of patients 
of this sort may result disastrously ; in fact, 
is likely to result in invalidism, or in heat 
cases in what is commonly diagnosed, heat 
prostration or sun stroke. 

The causative agent in the two types of 
physical allergy mentioned are different. In 
the contact type, the patient belongs to the 
allergy family, in the same sense patients with 
drug or pollen allergy belong to the allergy 
family. In the reflex like type however, the 
situation is different. The etiology in this 
type of illness is varied. It oceurs very fre- 
quently in the allergy family, but occurs very 
often in nonallergic families, due to the effect, 
I believe, of some disease which throws the 
heat regulating mechanism out of kilter. The 
heat regulating mechanism is very complex 
and requires for its normal activity, the ¢0- 
ordinated action of a great number of struc 
tures. Structures of such vital importance 4s 
the sense organs in the skin, respiratory tra! 
and internal organs for the perception of heat 
and cold; also a thermostat like mechanism 12 
the mid-brain which responds to the sense o 








Aug 


hea 





anc 
be: 
res] 
of | 
nat 
pire 
cule 
acti 
bri 
cold 
Se 
quel 
usué 
mea: 
reac’ 
one 
in tl 
and 
howe 
and | 
tive 
for 1 
illnes 
other 
Tn 
trodu 
non-e 
diseas 
is nor 
altere 
gy” 1 
of ph 
literal 
not a 
lergy 


egg, d 

Phy 
pliea te 
foun| 
materi 
anesth 
fact, i 
tient t 
norma 
conditi 
unless 

Duri 
to inf 
}Tedis) 
nonia 
(uenthy 





ust, 1933 


t. The 
e, shows 
act, but 
ently in 
le: Ina 
he plae- 
f 42 de- 
in one 
hives in 
stration, 
ition in 
1s, head 
or any 
nention. 
> caused 
ve case. 
extreme 
reaction 
by rub- 

with a 
ind, arm 
an well 
e not in 
t is that 
evented 
id effort 
nee, A 
patients 
in fact, 


in heat | 


ed, heat 


ypes of 
ent. In 
s to the 
nts with 
allergy 
ver, the 
in this 
ery fre- 
urs very 
1e effect, 
‘ows the 
ter. The 
complex 
the ¢0- 
of struc 
tance as 
ry tract 
1 of heat 
anism iD 
sense of 








August, 1933 W. W. 


heat or cold or a change in blood temperature, 
and in their normal response cause heat to 
be retained or expelied as indicated from the 
respiratory tract or skin. Normal regulation 
of heat loss requires, of course, the co-ordi- 
nated responses of the vaso-motor center, res- 
piratory center and the entire cardiac vas- 
eular system and skin; finally, voluntary 
actions on the part of the individual which he 
brings into play when he feels too hot or too 
cold. 

Sensitiveness to heat and cold is not fre- 
quently found in children and when found 
usually follows a febrile disease, usually 
measles or scarlet fever or chorea. Reflex like 
reactions become more common with age as 
one or another element, which plays a part 
in the regulation of body heat, breaks down 
and becomes ineffective. Very frequently 
however, we find individuals sensitive to heat 
and effort, or cold, in whom the most exhaus- 
tive physical examination discloses no cause 
for the condition except the fact that the 
illness is antedated by a febrile disease or 
other illness. 

In writing my monograph on allergy, I in- 
troduced the term ‘‘Physical Allergy’’ as a 
non-committal word, under which the above 
diseases could be grouped. The term ‘‘ Allergy”’ 
is non-committal, meaning nothing more than 
altered reactability. The term ‘‘ Physical Aller- 
gy” meaning altered reactibility to the effect 
of physical agents indicated only what the 
literal translation of the term indicates. I do 
not assume that either type of physical al- 
lergy is or is not related to allergy, caused by 
egg, dander, and other material agents. 

Physical allergy is very common and com- 
plieates many other illnesses, and is commonly 
foun! in patients who have allergy due to 
material agents. It rather frequently follows 
anesthesia, and over-indulgence in aleohol, in 
faet, in any condition which debilitates a pa- 
tient to such a point that he does not respond 
normally to the effect of heat or cold. The 


condition is serious in every sense of the word 
unless correctly treated. 

During reaction the patient is predisposed 
te infection and among eases of this sort, 


|Tedisposition to coryza, bronchitis, and pneu- 
monia is great. Relief of the condition is fre- 
(uently associated with increased immunity, 
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even against such organisms as affect the skin 
and respiratory tract. 

In my experience, physical allergy has not 
been transferred passively, by either trans- 
fusion or by the Preuxnite and Kustner 
method. However, there are case reports by 
Sir Thomas Lewis, Hortan and Brown and 
several others of passive transference of cold 
sensitiveness. 


7. Contact Eczema. There are several types 
of allergic eczema. The commoner type is 
that caused by reaction in the skin, causing 
dermatitis in the same sense that reaction 
in the bronchial apparatus causes asthma. 
This can be due either to sensitiveness to 
material substances, such as foods or to 
physical agents, such as heat or cold. There 
is however another type of eczema which 
seems to represent a different type of disease 
from any of those previously alluded to. This 
type occurs typically in the case of poison ivy 
dermatitis, primrose dermatitis, or ragweed 
oil dermatitis. The reaction is usually confined 
to the exposed parts, but in severe cases, this 
can spread to areas usually covered by cloth- 
ing. It is apparently caused by the oily sub- 
stances of the plant. It is typified by the fact 
that it can be induced artificially in normal 
or non-allergic people by contact with the oil. 
It can be relieved by weekly injections of the 
oil in tiny doses. It cannot be passively trans- 
ferred by the Preuxnitz and Kustner method. 
Allied with this there is a type of physical 
allergy which causes a similar type of eczema of 
the exposed parts caused by physical agents such 
as light and which can be relieved completely 
by exposure of large areas of the skin to light 
of the wave length which produces the illness. 
All eczemas of this type appear in the form 
of delayed reaction occurring after a period 
of 24 hours or more but which persist for a 
week or ten days after removal of the cause 
of the trouble. In trying to account for ec- 
zemas caused by light we might imagine that 
the reaction is caused by the breaking down 
of some of the normal skin oils by light, and 
that the broken down substances sensitize the 
patient, and cause eczema when the substance 
is liberated again in the skin through the 
action of light. I have nothine to offer in 
proof of this attractive theory except what 
might exist in the fact that it can be relieved 
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by exposure of areas of skin to light other 
than areas subject to the reaction. This much 
resembles an immunologic cure. This type of 
dermatitis is rather common and may be ex- 
tremely disagreeable. Relief may result in 
complete restitution of the affected parts if 
the cause of the illness is removed. 

Causes of Reaction: Among the commoner 
causes of allergy regardless of type, may be 
mentioned briefly, light, dry pollen, foods, 
epidermal substances, spores and fungi in- 
cluding skin fungi, many constituents of dust, 
intestinal parasites, insect scales, insect bites, 
drugs, many constituents of smoke, bacteria, 
foreign sera, substances transmitted by blood 
transfusion. Also apparently substances of en- 
dogeneous origin, such as a patient’s own breast 
milk, also specific physical agents, such as light, 
heat, cold and mechanical irritants. In addi- 
tion to the above, there is a type of physical 
allergy which is postural, and which will be 
described at a later date. 

Symptoms: Symptoms are so well known 
that they need not be repeated here in detail. 
They may be elassified briefly as: generalized 
allergic shock, orbital symptoms, nasal, oral 
and pharyngeal symptoms, laryngeal symptoms, 
bronchial symptoms, gastro-intestinal symp- 
toms, cutaneous symptoms, urological symp- 
toms, pelvic symptoms, neurological symptoms, 
and miscellaneous symptoms such as_ hives, 
angio-neurotic edema, hypotension and cer- 
tain cardiac and cardiovascular symptoms. 
Finally there are certain miscellaneous symp- 
toms depending upon the site of reaction, which 
gives rise to symptoms such as headache, pros- 
tration, tremor, convulsion, delirium, bewilder- 
ment, phobias, coma, paralysis or asthenias 
and Meniere’s syndroms. Many 
could be added to the above which have defi- 
nitely been proven due to the direct or remote 
effort of allergy, and probably many additional 
phenomena will appear as proven effects of 
allergy when studies of the subject progress. 


symptoms 


For a more complete review of the causes 
and symptomatology of allergy and of the means 
by which they ean be proven allergic, the 
reader is referred to the vast literature which 
has been written on this subject. 


Specific Diagnosis: There are two phases in 
the diagnosis of allergy, first, proof as to 
whether or not a given symptom is allergic in 
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origin and second, which is much more diff. 
cult, discovery of the specifie cause of the jl. 
ness, As aids in the diagnosis of the first phase, 
may be mentioned a positive family and per. 
sonal history of typically allergic symptoms 
dating from an early age. Recognition of one 
or more typical manifestations allergic in the 
patient such as nasal or bronchial allergy o 
hives, one or more reactions at the site of skin 
test. Finally the therapeutic effect of adrena. 
lin; finally the effect of avoidance or of con. 
tact with suspected agents. 

The discovery of the direct causes of a given 
reaction, is very much more difficult than proy. 
ing the condition is primarily allergic in origin. 
This is especially difficult because the gross 
majority of patients, except infants, are sensi- 
tive to more than one agent, in fact, rather fre. 
quently to several or many agents. The situa. 
tion is furthermore difficult because in the 
ease of multiple sensitiveness one agent may 
cause reaction in one tissue while other agents 
may cause reaction of a different type located 
in other areas (Vaughn). This diagnosis may 
tax the ingenuity of a physician to an ex- 
treme. 

The remoteness of the source of the evil can 
be illustrated by mentioning a patient. sensi- 
tive to soy bean. He was not only made ill by 
inhaling soy bean dust in a mill and at home 
when the wind blew from the direction of the 
mill but also by the ingestion of milk or but- 
ter from eattle fed with soy bean fodder. He 
was also made ill by contact through artificial 
foods and oils containing soy bean products. 
The patient rightfully asked, why leave the 
mill when soy bean seems to be everywhere. 

Cotton seed and linseed products, corn prod. 
uets and even castor bean products and fish 
glue are difficult of avoidance in highly sensi- 
tive patients. They have a distribution whieh 
makes complete avoidance difficult. Upon find- 
ing a primary offender in a given patient the 
reader may be surprised at what a good encyclo- 
pedia will disclose concerning its distribution 
and sphere of use. 

Skin tests, while not infallible, are very 
useful in the diagnosis of allergy. They giv’ 
useful information, especially in pollen cases 
epidermal cases, dust and fungus cases, aul 
in patients sensitive to insect scales. They 
are useful but less dependable than in smokt 
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eases, for d and drug eases, haeterial eases, and 
in patients sensitive to sera, 

Seratch tests used with glycerinated extracts 
offer the most practical means of testing which 
we have at the present time. Intracutaneous 
test should not be used by general practition- 
ors on account of the possibility of terrific 
reactions. The method of testing can be made 
harmless however, by experts. An extremity 
should always be chosen for intracutaneous 
tests so that in the ease of a violent reaction, 
the life saving tourniquet ean be used. Many 
cases, especially those classified as contact 
dermatitis, do not respond to seratch or intra- 
cutaneous tests, but they give very strongly 
positive reactions to the so-called patch test, 
that is, a test made by applying the offending 
substance directly to the skin with the aid of 
adhesive. This should remain in situ for one 
or several days. Eezema under the material 
(exeluding areas under the adhesive) indicates 
a positive reaction. 


Elimination tests which eliminate specific 
foods with disappearance symptoms, is one of 
the most positive proofs of cause which we 
have at our disposal in food cases (Rowe) but 
should be verified by the finding of recurrence 


of the illness upon bringing the patient again 
in contact with the suspected substance. 


TREATMENT 

The effective treatment of a severe case of 
allergy requires more skill, knowledge and 
experience on the part of the physician than 
for any illness with which I am acquainted 
in the field of medicine; in fact, upon this 
depends the effectiveness of the result. I know 
of no condition in which bungling, or playing 
with a condition with which a physician is 
not acquainted, can do so mueh harm. If a 
physician has a broad common sense knowl- 
edge of medicine and training and experience 
in this line of work, a result can be obtained 
on an average which equals or excels those 
which surgeons obtain in surgical cases, 01 
dermatologists obtain in dermatological cases; 
in fact, the results obtained in a minority of 
cases seem almost magic. The correct treat- 
ment of a patient in allergie shock, for ex- 
ample, appears almost like raising the dead. 
Furthermore, the correct treatment of a child 
with allergie eezema, who may be asthmatic, 
stunted in mind and growth and who may show 
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allergic deformities in the chest and face, can 
be restored to normal in a year or two with 
such perfect suecess as to make the _ treat- 
ment of eretinism with thyroid extract seem a 
very imperfect therapeutic measure. I think the 
specific treatment of complicated allergy cases 
ought to be left to a specialist in the line just 
as operative surgery, operative otolaryngology, 
or orthopedic work ought to be delegated to 
specialists. I think in this connection it might 
he well to refer the reader to a portion of the 
Hippocratic Oath as follows: ‘‘With purity 
znd holiness I will pass my life and. practice 
my art. I will not cut persons laboring under 
the stone; but will leave this to be done by 
men who are practitioners of this work.’’ This 
might be applied to the specific treatment of 
allergy. It would save many sad experiences 
for the patient which does neither him nor 
the physician much good; in fact it seems te 
me to be a professional mistake for a physi- 
cian in one line of work to jeopardize his repu- 
tation by the mismanagement of an allergy 
case. The effect of this is unfortunately very 
obvious to the patient, neighbors and to the pro- 
fession. 


Unfortunately patients with allergy vary in 
their susceptibilities to such a degree that no 
fixed rule can be laid down which will apply 
to any gross number of cases. A majority of 
patients seem an exception to the rule, so that 
the skill of a physician experienced in the line 
seems to be needed in the average case. 


Whereas, the specific treatment of allergy 
ought to be delegated to specialists, the com- 
mon sense diagnosis of allergy and the use of 
the life saving symptomatic methods of treat- 
ment ought to be known to everyone. Allergic 
emergencies occur frequently in the work of 
general practitioners, and he _ should be 
equipped to recognize and meet the situation 
quickly and effectively. This may amount 
often not only to a most spectacular sympto- 
matie relief but is frequently a life saving 
measure. 

The effective and safe treatment of allergy 
depends upon the cause of reaction and degree 
of sensitiveness of the patient. We have at 
our disposal the choice of the following meth- 
ods. Avoidance or removal of the specific 
causes of illness, avoidance or removal of con- 
tributory causes, specific treatment with the 
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agents to which the patient is sensitive, non- 


specific treatment, and finally symptomatic 
treatment. 
Removal of Cause of Illness, The matter 


of removal of cause is not so simple as one 
would believe. If a physician has made up 
his mind that a patient is sensitive in a given 
substance it would be well for him to examine 
an encylopedia thoroughly and find out the 
uses and what are made of the suspected sub- 
stance and its apparent distribution. This 
topic has been referred to previously. 

Non-Specific Treatment is possibly indi- 
cated in certain patients. The mechanism 
through which it operates is speculative. I 
frankly believe a likely guess concerning its 
modus operandi would be an assumption that 
the benefit derived occurs partly at least as 
a result of the fever produced by it or of the 
slightly raising temperature from subnormal 
toward normal. Fever regardless of cause, 
is likely to relieve allergy for a time. Like- 
wise the straightening out of an irregular sub- 
normal temperature frequently gives relief. 

Specific Treatment. It hardly comes within 
the seope of this paper to discuss specific treat- 
ment with agents proven to be the direct cause 
of the illness. Suffice it to say that the methods 
which appear most promising at the present 
time are the co-seasonal treatment as described 
hy Vaughn and the perennial treatment as de- 
seribed by Stuart and by Black, modified as 
suggested by the writer with an addition of 
ephedrine and adrenalin to the treatment ex- 
tract and its subcutaneous injection distal to a 
tourniquet. The latter procedure described 
briefly by the writer makes specific therapy 
prove safe in the hands of physicians who 
understand this subject, since the tourniquet, 
adrenalin and ephedrine holds the treatment 
solution local for a time and grossly slows down 
its rate of absorption. For details concerning 
the above procedures the reader must be re- 
ferred to previous writings. 

Symptomatic Remedies: Adrenalin—The use 
of symptomatic remedies is important. Adren- 
alin, if adequately administered, should give 
relief, in uncomplicated cases. It is a good 
practice to give about 0.25 ¢.e. or less subeu- 
taneously at five-minute intervals until tremor 
appears. This usually means that an adequate 
administration had been given and that the 
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relief should follow. After the dose which jg 
most useful for the patient has been discovered, 
it can be repeated as symptoms tend to recur 
It is advisable to give adrenalin in the ineipj 
eney of an attack rather than wait until the 
height is reached. Adrenalin can be given ye. 
peatedly, if the dosage is correct, for months oy 
years without much apparent ill effect. 

If one wishes a more rapid effect from ad. 
renalin in an extreme emergency, it is advisable 
to give it intravenously or give a given total 
amount, say 0.5 ¢.c. or 1 ce. in five or six 
places intracutaneously. Both of these meth. 
ods give a very quick result. The intravenous 
method is probably the more rapidly effective 
and the multiple injection probably the more 
useful except in extreme emergency. If ad. 
renalin causes heart pound or arrhythmia, its 
rate of dissemination from the site of inoe- 
ulation can be controlled almost immediately 
by the application of a rubber tourniquet above 
the site of inoculation (Insley). The tourniquet 
can be removed after a minute or so and reap- 
plied if indicated. As adrenalin reaction can be 
stopped within less than one minute as a rule 
in this way. The unfortunate feature of intra- 
venous injections is that a dose once injected 
cannot be controlled, so far as rate of absorp- 
tion and delivery to the tissues is concerned 
through the use of a tourniquet. 

In patients who seem abnormally sensitive 
to adrenalin make the injection distal to a 
tourniquet. Remove the tourniquet after the 
adrenalin fixes itself in the tissues by vasocon- 
striction.- This slowly absorbs and_prevenis 
sudden effects of overadrenalization such as 
headache, weakness, heart pound and tremor. 

Pituitrin. Pituitrin has an effect that is 
somewhat similar to adrenalin except that re- 
lief does not appear so promptly. Relief s 
obtained lasts longer. It is useful alone or in 
combination with adrenalin. Some patients are 
sensitive to pituitrin. 


Ephedrine. Ephedrine and _ allied bodies. 
given preferably in solution, has an effect sin 
lar to that of adrenalin except that the result 
does not appear so promptly but lasts longer. 
Very frequently constitutional symptoms art 
disagreeable and should be avoided if possible 
through reducing the dose to the smallest 
which will give a therapeutic result. Many 
patients are unable to tolerate ephedrine and 
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many do not get a good therapeutic result from 
i, A solution of ephedrine 3% (two parts) 
and adrenalin 1/100 (one part) is a useful 
glution for hypodermic treatment. If a tour- 
niquet is used for a few minutes the rate of 
absorption of ephedrine can be slowed down 
to such an extent as to allow no constitutional 


effects. 

Atropine. Drugs of the atropine series are 
time-honored remedies in the treatment of 
asthma. They can be given subcutaneously or 
by mouth. Sometimes as little as 1/200 or 
1/500 grain three times a day is effective. 

lodides. The iodides are useful remedies, 
especially in older patients. The best dosage 
varies from a few drops to 25 or even 50 drops 
three times a day. Optimum dosage varies in 
different individuals. 

Salicylates. Salicylates are very useful in 
treatment of nasal and bronchial reactions 
given in doses of approximately 10 grains 
every three or four hours. One must always 
inquire about sensitiveness to salicylates before 
advising their use or make the test described 
previously. 

Anesthetics. The anesthetics, especially al- 
cohol, are inclined to relieve asthma. Alcohol 
is frequently very useful especially if com- 
bined in fair dosage with acetyl salicylate. 
This combination is a useful substitute for 
morphine in many cases. 

Habit Forming Drugs. Habit-forming drugs 
are absolutely contra-indicated except in emer- 
gencies which justify the chance of causing 
addiction. This applies especially to morphine. 
The hardest cases of asthma to cure are those 
which have become addicted to morphine. 

The desirability of hypnoties in chronic al- 
lergy except in emergencies is debatable. I 
have seen some deplorable results from their 
prolonged use. One ean say I think with fairness 
that allergy specialists who depend upon the 
frequent use of hypnotics are not serving their 
avowed specialty allergy. 

Treatment of Physical Allergy. I have de- 
sribed the treatment of physical allergy at 
length in previous communications in the 
Archives of Internal Medicine and in the Jour- 
nal of Allergy. 

Treatment consists in contact cases of sensi- 
tiveness to light, cold or scratches, of applying 
the agent to which the patient reacts more or 
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less generally until tolerance is obtained. Sur- 
prising results frequently follow correct treat- 
ment and failure or damaging results may 
follow careless treatment. 


The treatment of reflex like cases is more 
of a problem but a problem which in many 
cases gives rise to a highly satisfactory result. 


The treatment of heat and effort sensitive- 
ness in well marked cases in a problem. The 
treatment of cold sensitiveness is likely to be 
a success and often a brilliant success. 


Heat and Effort Sensitiveness. Patients who 
are chronically highly sensitive to heat and 
effort have to reconcile themselves to a handi- 
cap and adjust their habits and occupations to 
degrees of heat and effort which they ean tol- 
erate. They have to avoid situations and cli- 
matie conditions in which they are likely to be 
overheated. They can frequently obtain re- 
lief by living in a cool dry climate if they, in 
addition, avoid degrees of effort beyond their 
tolerance. A dry climate is often better for 
them than a cooler humid climate. 

The immediate effect of heat and effort re- 
actions can be very effectively relieved by cold 
and quiet. Frequently immersing the arms 
and hands in cold water is adequate. This 
does not always give immediate relief however, 
in eases of delayed reaction. 

If sensitiveness to heat and effort seems to 
be a symptom secondary to some other illness, 
the condition can often be relieved in marked 
degree by treatment of the primary illness. 
However, in idiopathic cases, sensitiveness to 
heat and effort seem to persist in spite of health 
which seems perfect except in this one respect. 

Agents which tend to keep body temperature 
at a high level usually give relief. The pa- 
tients react most markedly when temperature 
is lowest so that the avoidance of gross sub- 
normality in temperature is important. Tem- 
perature is inclined to be lowest in the early 
morning hours. Frequently a hot bath or ex- 
ercise designed to raise temperature at mid- 
night will prevent early morning attacks. 
Agents which cause fever, as a rule, relieve the 
condition temporarily whether the fever is 
caused by tonsilitis, pneumonia, typhoid fever, 
erysipelas or even, as in one asthma ease, by 
a lung abscess. Fever can be given artificial- 
ly through the use of certain vaccines, espe- 
cially B. Coli, and occasionally the heat-sensi- 
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tiveness case can be definitely relieved through 
the use of repeated doses of vaccines which 
cause slight fever. In one desperate asthma 
caused by sensitiveness to heat, relief was ob- 
tained through the use of intravenous injec- 
tions of colon bacilli which caused high grade 
rises in temperature. Asthma was relieved at 
the peak of the first reaction. This method of 
treatment is not without danger and is not 
highly recommended. 

Hydrotherapy is very useful in the treat- 
ment of heat and effort sensitiveness. In 
highly sensitive cases it is very difficult to use 
heat without precipitating a reaction of some 
sort. Often a one second exposure to a hot 
lamp will precipitate a reaction which may 
result in a total loss of consciousness or a con- 
vulsion or result in twitching or violent asth- 
ma. For this reason heat and cold has to be 
applied in the beginning of therapy with great 
care. Frequently cold applied in a heat-sensi- 
tive ease will cause shivering and the heat 
generated by shivering may cause reaction. 
For this reason both heat and cold have to be 
applied with equal caution. In the beginning 
of treatment it is frequently advisable to give 
bromides or adrenalin or both one-half hour 
before treatment is started. Heat may then 
be applied for a few seconds or more or pos- 
sibly a minute or so until the patient begins 
to react. Reactions should be stopped imme- 
diately by applying cool cloths to the chest, 
arms and legs or if the patient can stand it a 
rapid rub with ice on the chest, arms and legs. 
As soon as the reaction has ceased heat can 
he reapplied. Care must be taken not to chill 
down the skin too much with ice. If it is done 
the patient does not tolerate heat so well when 
reapplied. This alternation of heat and cold can 
be continued at frequent intervals for a period 
of one-half hour and ean be repeated daily 
and for a longer period of time as tolerance 
is gained. A high degree of tolerance for heat 
ean often be induced within a period of two 
weeks or two menths. When tolerance for 
heat is gained an effort should be made to in- 
duce tolerance for physical effort. This can be 
done through the use of exercise pushed to 
the point of causing slight reaction and stopped 
with cold. This ean be frequently alternated 
and may be repeated many times daily in the 
beginning of treatment. A degree of toler- 
anee can be obtained through this means which 
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will not only develop emaciated muscles byt 
change a bed-ridden invalid into a reasonably 
active individual. 

Symptomatic remedies such as adrenalin, 
ephedrine, pituitrin, atropine, salycilates, the 
iodides may be useful in the treatment of this 
type of illness just as they are in the treat. 
ment of egg or pollen sensitiveness. 

Sedatives such as bromides, aleohol and even 
chloral hydrates can be used to advantage iy 
the early stages of treatment as a symptomatic 
remedy but should not be continued for pro. 
longed periods of time. 

Avoidance of mental depression and depress. 
ing environment is important. Depression ap. 
parently allows body temperature to fall to an 
unusually low level in many cases and can make 
the patient unusually sensitive to the effect of 
heat and effort. 

Cold Sensitiveness. Patients who are sensi- 
tive to cold should be warned against expos- 
ure to cold which is beyond their tolerance. 

Certain ones can often be relieved through 
seeking a warmer atmosphere. This dees not 
reduce their tendency to react to cold, how- 
ever. 

Treatment with graduated, gradually in- 
creasing exposure to cold gives a brilliant re- 
sult in a large proportion of cases. This ean 
be taken in the form of cold baths or treat- 
ment with heat lamps, alternated with ive rubs. 
A eold bath should not exceed over fifteen or 
thirty seconds in duration and should be fol- 
lowed, as a rule, by the drying and brushing 
of the skin with a stiff brush. An ice rub is 
a very effective method of treatment. If ite 
is moved rapidly enough over the skin it does 
not give rise to a disagreeable sensation of 
eold any more than a cautery gives rise to a 
sensation of heat if it is moved with sufficient 
rapidity. The entire body can be rubbed with 
ice within a period of fifteen or thirty seconds. 
in such a way that the patient need feel 
sensation of discomfort from it. If this treat: 
ment is frequently repeated and gradually 
increased never exceeding the patient’s toler- 
ance, a high grade immunity to the effect of 
cold can usually be obtained. 

Symptomatic remedies are useful in the treat- 
ment of this type of illness just as they are 
in the treatment of heat sensitiveness. The 
use of vaccines in this type of ease is, T be 
lieve, illogical and unnecessary. 
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DIAGNOSIS AND MEDICAL MANAGE- 


MENT OF THYROTOXICOSIS* 


ArtHurR R. Exuiorr, M.D. 
CHICAGO 


The term thyrotoxicosis is employed to desig- 
nate a clinical syndrome arising from the 
morbid activity of hyperplastic goiter 
(Graves’ disease) and ineludes also so-called 
toxic or hyperfunctioning adenoma of the 
thyroid gland. It is a far ery from the orig- 
inal Merseberg diagnostie triad (exophthal- 
mos, goiter and tachyeardia) to the extreme 
elaboration and complexity of the present 
day. To read over the account of the symp- 
tomatology of Graves’ disease as detailed in our 
standard text-books on Medicine is something 
of a task. For instance, in Blumer’s Bedside 
Diagnosis twenty-one pages, are required to 
set forth the sensory and motor disturbances 
and describe the organic secondaries which are 
more or less characteristic of thyroid dysfunc- 
tion. The implication of all this extensive de- 
tail seems clearly to be that the entire organ- 
ism—every tissue in the body—shares in the 
disturbance. That the symptomatology should 
be rich and varied is not surprising when we 
consider that no part of the mechanism of the 
body is exempt from the persistent over-stim- 
ulation of an elevated metabolism. Not only 
the clinical aspects of thyroid disease, but also 
every other condition having to do with its 
problems has developed under intensive study 
until an enormous literature has—and indeed 
still is—aeeumulating concerning Graves’ dis- 
ease and allied states. One may say that the 
medical profession has thereby been made 
“thyroid conscious’’ and, consequently, no ap- 
peal is necessary to awaken interest in these 
problems. 

To approach the matter of diagnosis in a con- 
ventional way would be almost an insult to med- 
ieal intelligence. In its fully developed form, 
there is no diagnosis easier to make than 
(iraves’ disease. Two items of the diagnostic 
triad—exophthalmos and goiter—are openly 
disclosed to even a easual glance, and other 
significant signs—tachyeardia, tremor, hot 
skin, ete..—are almost as easily apparent to the 
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hand as are the first two to the eye. While it 
is true that there are very few diseases that 
have such a constant symptomatology, there is a 
discount against every individual single symp- 
tom—no one of them, not excepting exophthal- 
mos or the elevated basal metabolic rate, is 
exclusively characteristic of the thyroid syn- 
drome. It is the grouping of signs and symptoms 
and the general set-up of the case that determine 
the diagnosis rather than as was formerly be- 
lieved the coexistence of certain definite phenom- 
ena. A few years ago, informative discussion was 
focussed about atypical forms of Graves’ 
(lisease, the so-called ‘‘formes frustes’’ of the 
French authors. Today the well-informed e¢lin- 
ician is quick to detect most of these cases. The 
residuum of obscure, masked cases that really 
present a difficult problem to identify is now 
mainly divided between the neurologist and 
cardiologist. To the former is most frequently 
presented the decision as to the thyroid back- 
ground for obscure psychie and psychoneurot- 
ie deviations and in the hands of the internist 
lies the task of detecting the thyroid etiology 
of obseure auricular fibrillation or of congest- 
ive heart failure in middle life without other 
obvious etiology. 

One of the most remarkable things about 
the development of our therapeutic attitude 
toward thyroid problems is the unanimity 
with which we now agree that they are surgical 
in their requirements and that medical cooper- 
ation—aside from diagnosis—properly con- 
sists of close association with the surgeon to 
secure timely operative interference. We may 
not know a great deal more about the true na- 
ture of thyroid perversions than was true of 
former times, but I think we are, in the main, 
agreed that, while we cannot eradicate what 
has escaped identification, we are at least able 
to control by surgery the morbid stimulation 
that creates such havoe in the body generally 
and especially in the cardiovascular mechan- 
ism. Perfected technic and preoperative treat- 
ment with iodine has lowered the factor of risk 
of thyroidectomy to a level comparable with 
other major surgical procedures. When I recall 
the controversial, and often acrimonious, dis- 
cussions and the wide variance in opinion of 
other days and note the present settled agree- 
ment that prevails regarding surgical treat- 
ment, it seems to me that at last we have a clear 
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course whereby we can guide our thyroid pa- 
tients into smooth waters. That surgical re- 
moval of the thyroid is symptomatic treatment 
is no disqualification so long as we have no al- 
ternative to recommend that possesses equal 
merit. Means and Richardson in their very in- 
teresting little book on ‘‘ Diseases of the Thy- 
roid’’ (Oxford Medical Monographs) describe 
in a few illustrative tabulations the successive 
stages of their experience with methods of 
treatment in the Thyroid Clinic of the Massa- 
chusetts General Hospital, covering three suc- 
cessive four-year periods between 1915 and 
1927. During the first of these three periods, 
from 1915 to 1918 inclusive, x-ray treatment 
was administered to 39.5%, x-ray with partial 
thyroidectomy to 19.0%, graded operations to 
32.0% and one stage thyroidectomy to 8.0%. 
During the succeeding four-year period, from 
1919 to 1922 inclusive, 51.0% received x-ray, 
15.5% received x-ray and partial thyroidectomy, 
22.0% graded operations, and 8.5% subtotal 
thyroidectomy. During the third four-year 
period, from 1922 to 1926 inclusive, x-ray was 
given to 9.5%, x-ray and partial thyroidectomy 
to 6.5%, graded operations to 14.0% and sub- 
total thyroidectomy to 60.5%. I quote these fig. 
ures because it seems to me that they epitomize 
and express very well the change which has 
taken place in our attitude toward surgery as 
the method of choice. 

The matter is no longer controversial. It has 
become conventional that thyroid surgery, 
properly safeguarded, is the proper means to 
employ to relieve the bodily mechanism of the 
strain that otherwise in its continuance will 
produce widespread organic wreckage. It is 
only the very mild and the occasional inopera- 
ble case that should be subjected to any pro- 
longed medical treatment that has not for its 
purpose either preparation for the removal of 
the gland or the correction of residual disturb- 
ances following operation. 

The administration of iodine in exophthalmic 
goiter to bring about remission of the toxemia 
has reduced post-operative acute thyroidism to 
a rare occurrence. The main risk nowadays lies 
in the direetion of the heart whieh ordinarily 
determines the fate of the patient. The heart 
problem in thyrotoxicosis is our most impor- 
tant medical interest. 


Hyperthyroid symptoms are mainly those di- 
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rectly or indirectly due to increased metabo. 
lism. Of all organs, that which is most likely to 
suffer from the stimulation of hypermetabolism 
is the heart. It seems to be the prevailing opin. 
ion that exophthalmic goiter causes more pro. 
found changes in the cardiovascular apparatus 
than is found in association with toxic adenoma. 
Since in both instances, circulatory wear and 
tear is induced by the same factor, i.e. over-load 
from elevated metabolism, the difference is not 
one of kind but rather one of degree brought 
about by the duration and intensity of the tox. 
emia. Cardiac over-load appears to be propor. 
tional to the metabolism, if other things are 
equal. There is an increase in the minute-vol- 
ume output of the heart and a greater velocity 
of blood flow through the lungs and tissues gen- 
erally. As a necessary concomitant to this, there 
is vascular relaxation with increase in pulse 
pressure. This implies a wide open vascular 
stream-bed in which heart effort meets little 
resistance so that its dynamic output is mainly 
expended upon the increased frequency of the 
pulse rate rather than in overcoming peripheral 
resistance to the flow of blood. This probably 
explains why cardiac hypertrophy is seldom 
marked and congestive heart failure so infre- 
quent, at least until the later decades of life, 
despite the increase in work demands on the 
heart. It is a surprising fact that the hyper- 
thyroidism of itself produces no specific lesion 
in the myocardium (Rake and MeEKachern— 
American Heart Journal, vol. 8, no. I, p. 19). 
Weller, Wanstrom, Gordon and Bugher (Amer- 
ican Heart Journal, vol. 8, no. I, p. 8), report- 
ing a morphologic study of the hearts of 35 
patients with exophthalmie goiter state that 
with but few exceptions, they found no gross 
or microseopie pathologic changes not equally 
represented in a carefully matched control 
series. The same thing they found to be true 
in 55 eases of toxic adenomatous goiter. It 
is conceivable however, that associated infec- 
tions and other coincident unfavorable factors, 
acting on hearts subjected to prolonged fune- 
tional over-strain, tend to be more damaging 
in their effects than in normal circumstances. 
It is generally agreed that duration of thyroid 
intoxication, rather than its intensity, is the 
important fact in causing heart impairment. 
This is illustrated by the higher incidence of 
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serious heart damage in toxie adenoma and, 
furthermore, supplies an explanation for the 
observation that thyroid cardiac disease is 
seldom, if ever, found to any notable extent 
in young people, but is preponderantly pres- 
ent in those of later life who have had their 
cardiac reserve already encroached upon by de- 
venerative vascular changes. In 200 cases of hy- 
perthyroidism observed by Andrus, cardiac de- 
compensation was present in 18.5%. Its inei- 
dence increased in the age decades after forty. 
'™n 27 fatal cases with severe congestive failure, 
reported by Kepler and Barnes, coronary scle- 
rosis, hypertension, syphilis or rheumatic car- 
ditis were present in 18 or 67%. In the remaining 
9 eases, no cause other than thyrotoxicosis 
could be found. 

Experience seems to indicate that congestive 
heart failure is rarely found in patients who 
have regular cardiac rhythm unless there is 
associated valve defect or myocardial degener- 
ation from other cause than thyroidism. We are 
all familiar with the extreme heart and vascu- 
lar reactions of exophthalmie goiter. Despite 
their extremely uncomfortable and often dis- 
concerting intensity, they are apt to do the 
heart less damage than the milder but much 
ionger continued stimulation of adenomatous 
goiter and, consequently, we find the rule that 
cardiac damage is more marked in this type. 
In adenoma, the toxemia may be mild at the 
outset and continue so for a number of years 
so that it escapes proper interpretation, yet all 
the time the heart is under extra load. Finally 
the patient appears as a cardiopath with con- 
yestive heart failure. These cases of unrecog- 
nized thryotoxicosis masked as heart disease 
have been interestingly discussed by Levine 
(Annals of Internal Medicine, Vol. 4, p.67, 
1930). They may not have either exophthalmos 
or a visible goiter but complain of symptoms 
pointing to increasing heart disability and may 
eventually die of heart failure without the true 
nature of their trouble being discovered. The 
importance of small nodules not easily discov- 
ered in the thyroid is often overlooked and an 
X-ray examination of the chest which might 
have revealed a substernal goiter may not have 
been made. Because the physical findings in the 
heart in mitral stenosis closely resemble those 
present in hyperthyroidism, these two condi- 
tions are often confused. When such patients 
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reach the stage of congestive failure, they may 
continue to live far longer than one might ex- 
pect. For their identification, we must employ 
somewhat different criteria in the examination 
and interpretation of symptoms than those cus- 
tomary in pure cardiopathies. The symptoms 
may include such suggestive items as warm 
flushed skin, unexplained perspiration, inordi- 
nate loss of weight despite an excellent appe- 
tite, a certain kind of fidgety nervousness and, 
on the part of the heart, continued rapid and 
regular rate, which fails to slow properly after 
digitalization, paroxysmal runs of auricular 
fibrillation, loud staccato heart sounds, a rather 
harsh systolic bruit at the base in the pulmonic 
area, marked chest vibration simulating a 
thrill. Electrocardiographie anomalies are fre- 
quent but not characteristic. Krumbhaar 
(Amer. Jour. Med. Se. v. 155, p. 175, 1918) re- 
corded the findings in 51 cases of toxie goiter. 
Changes in the T wave were noted in certain 
cases showing progressive muscle damage, but 
the most characteristic things were the arrhy- 
thmias, heart block, premature contractions, 
auricular fibrillation and auricular flutter. Of 
all causes, thyretoxicosis is the most frequent 
for auricular flutter. Probably many of the 
attacks of palpitation which these patients de- 
seribe are due to cardiac arrhythmia. He con- 
sidered changes in the T wave to have a bad 
prognostic significance. If suspicion is aroused 
regarding the possible existence of thyroid 
heart disease, a basal metabolic test should be 
made. If this is found to be in excess of 20 above 
normal, after careful checking, the thyroid may 
be considered at fault. Further confirmation of 
this belief may be secured by a careful thera- 
peutie test with iodine. 


One striking and peculiar feature about the 
thyroid heart is its tendency to develop auric- 
ular fibrillation and this is more apt to be tran- 
sient and paroxysmal than when due to other 
causes. In Wilson’s series of 108 cases of thy- 
roid with auricular fibrillation, 23% were par- 
oxysmal. It is considerably more common in 
adenoma than in exophthalmie goiter. Fibrilla- 
tion may be the first manifestation of thyroid 
disturbance, even before there is any signifi- 
cant elevation of metabolism. Every patient, 
especially if nervous and of spare habit, who 
comes under observation, with a grossly irreg- 
ular pulse, who has not demonstrable mitral 
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disease or other recognizable cardiae patholo- 
gy, should be suspected and a basal metabolism 
rate made. It is advisable to examine these pa- 
tients carefully in the sitting position as a small 
adenoma may escape detection if the patient is 
examined only while lying. The possibility of a 
substernal or thoracic goiter should be kept in 
mind and the x-ray employed if there is any 
doubt on this point. Even the absence of any 
significant elevation in metabolism does not 
necessarily exclude the thyroid factor, Morris 
warns about this possibility and relates three 
interesting cases in point. These were patients 
with long existing adenomas. Hypertension 
was present. Morris’s chronic cardiopaths were 
restored to efficiency by thyroidectomy. 

A rare happening may be a thyroid. heart 
without tachycardia, provided some counter- 
acting factor producing bradycardia coexisted 
as, for example, complete heart block (auricu- 
io-ventricular disassociation). The electrocard- 
iograph will explain this inconsistency. A few 
such cases are recorded in the literature. 

Considerable difficulty may arise in distin- 
ruishing between cardiac neuroses and the fast 
beating and erratic heart of thyroidism. Neuro- 
circulatory asthenia and hyperthyroidism have 
been much confused. We have at our command 
to set at rest this doubt the metabolism test and 
if that fails to clarify the point, the trial with 
iodine as suggested by Plummer, It may prove 
difficult to secure a satisfactory metabolism 
reading because standard basal conditions are 
often difficult to secure in the neurotie individ- 
ual. By checking and rechecking the test on 
different occasions such patients usually grow 
sufficiently accustomed to the technic to permit 
a reliable reading. If this falls eventually to 
within ten per cent of the standard figure, one 
may conclude that no important thyroid fac- 
tor exists, Should a differentiation not be pos- 
sible by this means, iodine may be eautiously 
administered in small doses. The thyroid factor 
yields promptly and significantly, especially in 
hyperplastie goiter, the pulse declines, and the 
lervous symptoms are markedly ameliorated. 
In eardiae neurosis, similar improvement is not 
observed, 

The foregoing constitute a few of the many 
considerations that might be instaneed to em- 
dhasize how importantly the heart is concerned 
in the diagnosis of thyroidism and how inex- 
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tricably it becomes involved in the prognosis 
of the case. Continuance of the thyrotoxicosis 
unchecked progressively detracts from the pa. 
tient’s efficiency and, in the long run, will result 
in functional insufficiency of the heart from 
overwork, Not that the outlook even then is 
particularly bad, for it is well known that the 
thyroid cardiopath is very tenacious of life. 
Many years ago before thyroid surgery was 
born, Trousseau said that the exophthalmie 
goiter patient never was cured and never died, 
Nowadays, fortunately, there is a better fate 
in store for these patients. Not only may their ef. 
ficiency be improved by medical treatment, but 
through suitable resection of the gland, the way 
is opened up for complete recovery. It is now 
well known that, if the thyroid is primarily at 
fault, the most satisfactory treatment for the ex- 
hausted heart of thyrotoxicosis is to remove the 
overload by thyroidectomy. The point of fun- 
damental importance is that in this type of 
heart trouble, we can delete the hypermetabo- 
lism and the extra circulatory work it calls for. 
When this is accomplished, the heart disturb- 
ances, for the most part disappear, even when 
a high grade of heart failure has developed. 
Formerly, the existence of serious heart embar- 
rassment was regarded as a contra-indication 
to operation. It is now regarded as increasing 
the desirability of resection of the gland. As- 
suming that this conclusion is no longer open 
to controversy, I propose to devote the remain- 
der of this discussion to a brief consideration 
of the means to, be employed in the preparation 
of the patient for operation. I shall not dwell 
upon such general and well recognized meas- 
ures as rest, sedatives, high ealorie diet, ete., 
all of which play an indispensable role in the 
management of these cases. The skill of the 
therapist in this matter depends on how well he 
has mastered the technic of iodine, digitalis and 
quinidine. 

Todine for goiter is one of the oldest remedies 
of which we have any clear record, having been 
used for that purpose long before the days of 
Hippoerates. It remained for Plummer, within 
very recent memory, to rationalize its employ- 
ment. The accepted principles of iodine ther- 
apy, as they stand today, may be summarized as 
follows: The favorable effect induced by iodine 
consists of a fall in basal metabolism with cor- 
responding immediate improvement in pulse 








t, 1933 


ZN0sis 
icosis 
ne pa- 
result 
from 
len is 
it the 
life, 
| Was 
almic 
died, 
* fate 
ir ef. 
t, but 
eWay 
» HOW 
ily at 
1€ €X- 
re the 
 fun- 
pe of 
tabo- 
s for. 
turb- 
when 
oped. 
nbar- 
ation 
asing 
. As- 
open 
nain- 
ation 
ation 
lwell 
neas- 
ete., 
1 the 
the 
ll he 


3 and 


aclies 
been 
vs of 
thin 
nloy- 
ther- 
xd as 
dine 
cor- 


yulse 





August, 1933 


rate, nervous excitability, nutritive status, ete. 
This response is most strikingly apparent in 
hyperplastic goiter, so much so, indeed, that it 
constitutes one of the earmarks of exophthal- 
mie goiter and when it does not occur in some 
measure, one is justified in suspecting that the 
ease is of different type and not a true Graves’ 
disease. The beneficial effects to be derived 
from iodine may be marked but they are tem- 
porary. If the use of the drug is persisted in 
beyond a certain time, metabolism rises again 
to its former level or higher, and the patient 
usually remains refractory to iodine for a var- 
ied but considerable period. It will be seen from 
this that the benefits to be derived are limited 
while the harm to be done may be serious. Io- 
dine does not correct or abolish the cause of the 
morbid stimulation of the thyroid so that no 
lasting benefit accrues from its use. According 
to Marine, the mechanism for the temporary 
beneficial effect of the drug is to produce a 
pressure retention in the alveoli by means of a 
rapid accumulation of colloid. This functional 
block proves but temporary, lasting only until 
the thyroid cells have accommodated them- 
selves to the inereased tension, after which ex- 
cretion is reestablished and metabolism begins 
again to rise. It may be confidently expected 
that this iodine remission will attain its maxi- 
mum in from 8 to 12 days. If the drug be con- 
tinued, the improvement with gain in weight 
lasts about 3 weeks. Then there is a gradual re- 
currence of symptoms which may increase un- 
til they are worse than at first. It is found that 
if the drug is stopped during the period of re- 
mission, there will occur within a week or so a 
return of symptoms which may be temporarily 
suppressed again by the use of iodine. Bearing 
in.mind this very definite cycle of events, from 
bad to good and then again to bad, iodine ad- 
ministration in exophthalmie goiter should be 
reserved to produce remission for surgical re- 
moval of the thyroid. According to Thompson 
& Thompson, the preoperative employment of 
iodine has reduced the mortality in the leading 
clinies from 1-4% to 0.25-0.7%. 


There is no fixed rule as to dosage unless it be 
the rule of practical experience; i.e. to give 
enough to secure the result sought for. Plummer 
advised large doses; others have found much 
smaller amounts accomplish the purpose quite as 
well. It is only fair to state that large doses 
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do not appear to exert any harm and as the drug 
is used for a short period only, it is not necessary 
to cavil about the dose. The operation is best 
undertaken on from the fourth to the sixth day 
of remission and the drug should be continued 
for three weeks longer in gradually diminishing 
dosage. If a postoperative crisis seems pending, 
it should be given boldly, either intravenously 
or by hypodermoclysis in salt solution. 

Among the striking effects of the preoperative 
use of iodine is a greater tolerance to anesthesia 
and a greatly improved mental state, both before 
and afterward, so that the patient is less emo- 
tional and restless and more easily controlled. 
More important still is the control that it exerts 
over the dreaded postoperative thyroid crisis 
which formerly took so considerable a toll of 
exophthalmic patients. If thyrotoxic manifesta- 
tions show no sign of diminishing under iodine 
and especially if they appear to grow worse, op- 
eration should be postponed as patients in this 
phase may die of postoperative acute thyroidism. 
If residual symptoms of hyperthyroidism persist 
following thyroidectomy, the effect of iodine in 
small doses should always be tried. It rarely 
fails to give some relief ; at times complete. 


Unfortunately, we do not have as clear a jus- 
tification for the employment of iodine before 
operation on toxic adenomatous goiter. It is well 
known that iodine may exert a very disturbing 
effect in adenomatous goiter. General experience 
supports the observations of Plummer that 
a considerable per cent of toxic adenomas have 
been thrown into hyperfunction by the therapeu- 
tic use of iodine. Marine concludes that most, if 
not all, the instances of the alleged production 
of Graves’ disease by the use of iodine that have 
appeared in the literature have occurred in pre- 
disposed individuals and have been due to the 
abuse of iodine. It is clear that we run some 
risk of increasing, rather than reducing, the 
toxie activity of adenomas by the use of iodine. 
The preoperative program in this type of thyro- 
toxicosis must, consequently, be somewhat differ- 
ent from exophthalmie goiter. First of all, we 
must be clear about which form of goiter we have 
to deal with. This is not always an easy matter. 
The nodular character of the thyroid will dis- 
tinguish adenomatous goiter readily enough 
from the smooth symmetrical enlargement of the 
gland in Graves’ disease. Difficulty arises here 
at once due to the fact that about one-third of 
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the patients with exophthalmie goiter have 
adenomatous masses in their thyroid glands 
(Boothby). Consequently a careful analysis of 
all symptoms and an accurate history are neces- 
sary to decide the diagnostic problem. One 
strong point appears to be the presence or ab- 
sence of exophthalmos. Of 1656 cases of goiter 
tabulated by Boothby (in Oxford Medicine), 
exophthalmos was present in 61% of exophthal- 
mie goiter patients, whereas it existed in very 
minor degree in only 3% of toxic adenomatous 
patients. About 5% of adenomatous goiters are 
of mixed type; that is, there is also coexisting 
hyperplasia. This condition may be suspected if 
there is exophthalmos, an unusual degree of 
nervousness and sweating with an unexpectedly 
high metabolic rate. These individuals will be 
rendered more secure by means of the preop- 
erative administration of iodine but they are not 
easy to identify with certainty. Even if there 
be no hyperplasia present but the case is one of 
pure adenomatous type, experience has shown 
that little harm will result from iodine over the 
short period of time that the drug is to be used, 
provided the dose is not pushed to extremes and 
the effect on the metabolism is watched carefully. 


If the expected response does not appear within 
a period of ten days, iodine should be discon- 


tinued. 


The chief medicinal therapeutic problem 
in adenomatous thyrotoxicosis is the care of 
the heart. As previously noted, this type of 
thyroid perversion, because of its insidious de- 
velopment, and long duration, is apt to produce 
a good deal of cardiae wreckage so that the pa- 
tient may be frankly a cardiopath when he comes 
under observation. Direct cardiac medication 
has little place unless the heart is grossly insuf- 
ficient. Digitalis does not often slow the rapid 
regular heart of thyroidism. When signs of con- 
vestive failure are present, with or without 
fibrillation, digitalis must be given and the same 
rules that govern its employment in circulatory 
failure from other causes apply in this ease, al- 
though the benefits to be expected are usually 
not so great, requiring larger doses with less 
effect. This is especially true during severely 
toxie periods. For fibrillation without insuffi- 
ciency, digitalis is of doubtful value. Some ob- 
servers believe that digitalization previous to op- 
eration inereases the operative risk. However 
this may be, my impression is that there is a 
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certain seeurity afforded by digitalis therapy be- 
fore operation and that there is decidedly less 
likelihood of the occurrence of postoperative 
fibrillation. Perhaps the same effect may he se. 
cured by one or two doses of quinidine daily for 
several days before operation. If auricular 
fibrillation is present, either before or after op- 
eration, and digitalis fails to shunt it back under 
sinus control, quinidine therapy is in order, It 
may be tried with every safeguard, but the con- 
tinuous stimulation of the toxie thyroid which 
has brought the fibrillation about is a serious 
handicap to its action and it may fail in its 
effects. The drug is distinctly more effective in 
its ability to control fibrillation after the thyroid 
has been removed. According to Anderson 
(American Heart Jour. vol. 8. 1. p. 133) ap- 
proximately 45% of patients with fibrillation 
spontaneously acquire a normal rhythm within 
four days after operation and about 15% if al- 
lowed to go untreated. The remaining 40% 
would continue to fibrillate if left alone and not 
treated with quinidine. In order to obtain the 
best results with this drug, it should be used from 
the third to the sixth day after operation and 
success can be anticipated in from 90 to 96% of 
cases. If treatment is delayed longer than this, 
the percentage of failures increases considerably. 


If auricular fibrillation is present, every effort 
possible should be made to bring it under thera- 
peutie control before operation is undertaken as 
it distinetly enhances the surgical risk. In the 
series reported by Barker, Bohning and Wilson 
(Amer. Heart Jour. vol. 8. 1. 121, 1932) mortal- 
ity from operation in the presence of auricular 
fibrillation was 22%. This high mortality is off- 
set by the fact that their cases of auricular 
fibrillation that had other forms of therapy with- 
out operation died to the extent of 35%. These 
observers consider the degree of improvement 
secured to be strongly in favor of surgery be- 
cause many of the patients who recovered from 
operation were restored to practically complete 
health and efficiency whereas none of those who 
did not have thyroidectomy is known to have 
satisfactorily recovered. 


Other authorities report postoperative return 
to normal rhythm in from 40 to 65% of cases. It 
would appear that auricular fibrillation, occur- 
ring in association with thyroidism, is caused by 
a toxie factor which is eliminated by operation, 
allowing the heart to recover sinus control. 
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Before closing this decidedly discursive dis- 
cussion, | want to revert to the good results se- 
cured by the routine administration of small 
doses of iodine in oceasional mild cases of thyro- 
toxicosis. Means refers to these cases and I am 
sure it is a part of everyone’s experience to now 
and then see a mild but undoubted thyroidism 
kept nicely under control by a drop or two of 
Lugol’s solution each day or even less frequently 
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Seemingly it must be a bold man who, in 
the face of present conditions, would attempt 
to predict the status of the practice of medi- 
cine 17 years hence. 

To the casual observer changes have been so 
striking during the past few years that he 
would be justified in believing that there might 
be even more momentous changes during the 
next two decades. Whatever these transmuta- 
tions may be, one fact seems to stand out 
clearly in conversations with various people 
who are giving these matters real thought, That 
is, the general practitioner will be the center 
around whom the practice of medicine will 
revolve in the future. 


We have heard much about the disappear- 
ance of the family physician, and it must be 
admitted that in certain parts of the country 
this lovable, dependable, useful friend, counsel- 
lor and physician has largely dropped out of 
sight. Many of the members of the rising 
generation know him not, but older persons 
realize that the unusual relationship which 
existed between physician and patient is one 
with which we cannot easily dispense. The pa- 
tient, not the physician, is the loser. The people 
knowing this fact are seeking its correction. 
Consequently, it is apparent that the pendulum 
Which once swung far toward specialism is now 
gradually coming back, and I doubt not that 
in 1950 the general practitioner will be well 
advanced toward that position which his pred- 
ecessors occupied. 


_—_—_—_— 
“Address before American Pharmaceutical Manufacturers’ 
Association, Chicago, Ill, June, 1933. 
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One of the great reasons why there will not’ 
be the tremendous changes in medicine pre- 
dicted by some, is that we cannot easily alter 
the nature of man. The ill patient desires the 
attendance of that type of physician who will 
minister to him in a personal manner. Teeh- 
nique and treatment is, or should be, of the 
most modern type, but the patient desires to 
feel, and indeed he must feel, if he is to obtain 
the best results from medication, that the phy- 
sician regards him as a distinct and definite 
entity, as a friend as well as a patient. In other 
words, the patient wants to give the doctor 
his complete confidence, but to so do he must 
know that the doctor is attuned to him. 


It should not be understood I am predicting 
that medicine will stand still. Nothing good 
remains stationary. Unless we progress we re- 
eress. There have been striking changes in 
medicine since my student days. 

I hark back to the time when the automobile 
was nebulous; when the telephone was a 
luxury possessed by the elect ; when laboratories 
were sketchy and when some men still believed 
in ‘‘laudable pus.’’ Today, the motor car has 
tremendously inereased the physician’s radius 
of action; the telephone has practically placed 
the doctor in the room of his patient who may 
be many miles away. Bacteriology and path- 
ology have revealed to us new and undreamed 
of worlds. Therapy has been metamorphosized. 

Physicians in the larger places have con- 
gregated in office buildings, thus permitting 
greater cooperation among themselves, and giv- 
ing unusual advantages to the patient. Im- 
provements in diagnostic and therapeutic ap- 
paratus and in medicinal agents are almost 
unbelievable. We have today instruments of 
precision undreamed of by the practitioner of 
a half century ago. We also have observed the 
great change in the economic conduct of medi- 
cal practice. Physicians are realizing the neces- 
sity of applying business principles in a rea- 
sonable degree to their daily work. 

When we consider these thoughts we observe 
that medicine has progressed. We believe also 
that along these lines it will continue to ad- 
vance, because the keen analytical minds of 
men will always find new and improved meth- 
ods of solving the various medical and surgical 
problems which come to the attention of the 
physician. 
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As the result of all these improvements the 
mind of the medical man can encompass a much 
wider professional knowledge. In other words, 
all this progress has made it possible for one 
man to carry out a greater range of activity 
in medicine. 

I make bold to predict that 100 or 500 years 
from now, and as long as medicine continues 
to be practiced, we shall have the general prac- 
titioner, and as his knowledge increases through 
the betterments in diagnostic and therapeutic 
measures, he will be more capable of carrying 
on his work and giving to his patients that 
perfection of service which the patient expects. 
In other words, the general practitioner will 
be a much more competent physician than have 
been the majority of his predecessors. 

We also trust that his rewards will be larger. 
That is a matter very largely in his own hands, 
because the wise physician will discover his 
own economic problems, will devise ways to 
meet them, and will adopt means to make his 
particular kind of service more eagerly desired. 

This does not mean that there are not men 
in practice today who have carried out this 
very thought. I have in mind a physician who, 
20 years ago, located in a small suburban town, 
within commuting distance of New York, and 
10 or 12 miles from the county seat. He was 
graduated from a good medical school and had 
the usual internship, but possessed no qualifi- 
cations which would make him outstanding in 
the eyes of his fellows. He early found that if 
he were to be a success in that community he 
must attend satisfactorily to the medical neces- 
sities and demands of the people, and prevent 
them from going to the county seat, or to con- 
sulting physicians in New York. He set about 
to attain this end in a most business-like way. 

His office soon contained the various instru- 
ments of precision which are necessary in arriv- 
ing at a proper diagnosis. A competent nurse 
aided him. He took frequent post-graduate 
courses in Manhattan. He believed that his serv- 
ices were worthy of proper compensation, and 
he educated his clientele to that fact. The re- 
sult is that even in these times of depression 
his practice has been very large, demanding an 
assistant and several women in his office, and 
while he lays claims to no superior knowledge, 
he does insist that he gives his patients definite 
ard effective service. He has applied to his 
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daily endeavors the very best in the art, science, 
and economies of medicine and has been mark- 
edly successful. 

This emphasis on the general practitioner 
might indéeate that in my opinion specialism 
is on the wane. We will always have specialists, 
because there are forms of medical practice 
which should be carried out only by men who 
have devoted much time and serious attention 
to that particular type of work. I feel, how- 
ever, that ultra specialism, which we have noted 
during the past few years, will eventually give 
way. 

We have been alleged to have reached such 
a fine point in specialism that a patient who 
called upon an otologist for treatment of an 
abscess in the right nostril was told by that 
gentleman that he must consult another spe- 
cialist, as his own efforts were confined ex- 
clusively to the left nostril. 

Be that as it may, as the general practitioner 
improves his knowledge of at least the more 
usual ailments of the human body, he will, I 
believe, take care of many of the conditions 
which at the present time are being handled 
by specialists. 

Every person should be under the observa- 
tion of a skillful practitioner. I am a firm be- 
liever in periodic health examinations. The 
span of life has been lengthened materially 
since physical examinations became a fact and 
not a fad. Preventive medicine is playing a 
tremendously important part in the life of the 
nation, and if our medical schools will lay 
sufficient emphasis upon the necessity of carry- 
ing out preventive measures, some of our people 
may be able to become rivals of Methuselah. 

The advantage which the general practitioner 
has in connection with his patient is that close 
observation of the individual gives him a broad 
perspective. It enables him to be familiar 
with the person’s individuality and functions 
and general make-up. To use a homely expres- 
sion, the doctor is thus enabled to ‘‘know the 
patient’s constitution.’’ The better we may 
know that so-called constitution, the more com- 
fortable will the possessor thereof be, and the 
longer will he remain in this sphere of action. 

There will, nevertheless, be a change in the 
methods of the practice of medicine, particular- 
ly among people who are dependent. If we 
were to listen to the dicta of certain groups, 
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very largely composed of laymen, we would 
start in now to socialize medicine. If medical 
practitioners were of the type of some of their 
eonfreres abroad, such a state might eventuate. 
I cannot conceive, however, that a majority of 
cur medical practitioners will permit them- 
selves to join a Krankenkasse, or to accept a 
panel of patients. 

This is not the time nor place to discuss 
state medicine abroad, but those of you who 
have followed up the subject, and particularly 
those who have observed its workings in Euro- 
pean countries, realize that it is not for the 
American physician nor for the American 
people. 

My own feeling is that by 1950 we shall have 
a system of part private and part public prac- 
tice. By public medicine I mean what is ordi- 
narily called ‘‘state medicine,’’ a term which 
is actually a misnomer in that it may be fur- 
nished by the municipality or the county in- 
stead of the state or nation. 

I believe that the portion of the public now 
being treated gratuitously by physicians, either 
in their private practices, or in the clinies, or 
in the hospital wards, will be eventually 
grouped together and cared for by the state, 
county, or municipality, and that the physicians 
who minister to the indigents will be on salary 
paid from taxation. The private practitioner 
will thus be automatically relieved of a great 
and difficult burden. 

We will, therefore, have two types of prac- 
titioners: the private physician, who will con- 
tinue to function as heretofore, and the public 
physician, who may or may not have a small 
private practice, but whose major duties will 
be to care for the needy classes on a strictly 
salaried basis. 

There are many men in the profession who 
possess characteristics which would make them 
successful only in private practice, and these 
men would constitute the private practitioners, 
both general and special. On the other hand, 
we have men quite as well educated, and as 
scientifically sound, who for one reason or 
another would be able to work effectively under 
salaried conditions. Those men would practice 
public medicine on salary. 

If this plan ean be successfully carried out 
we can be assured that the poor will receive 
the personal attention they deserve at the hands 
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of the men who are properly compensated, 
and that other people who can afford to pay the 
physician will employ the private practitioner. 

Some economists have felt that the problem 
of private practice in the future would be 
solved by the private groups, or the diagnostic 
clinies. 

A few years ago this form of practice seemed 
to offer a means of solution, but many people 
are believing now that group practice has seen 
its heyday. 

The Journal A.M.A., for May 27, 1933, in- 
dicates a slowing up in the rate of growth of 
groups, and shows that the percentage of phy- 
sicians entering group practice has not in- 
creased during recent years. 

It seems to me that as the years go on, while 
there may be an increase in the number of 
these groups, it will be due largely to the in- 
crease in population. 

I know of the dissolution of a number of 
such organizations, but we cannot say that this 
ending has not been due to the depression rather 
than to the inability of the group to serve its 
clientele satisfactorily. A close observer, and 
one who is in a position to study group prac- 
tice, says that many group patients are going 
back to the individual physician, because they 
are feeling that although they may only see 
one or two physicians in the group, all the 
members participate in the fee, and that, there- 
fore, the fee must be exorbitant,—a fact which 
probably is not true. 

Health insurance has been regarded by some 
as an important factor in the determination of 
the type of practice of the future. If we could 
make certain that every patient would not only 
take out an insurance policy on his health, but 
would pay the premiums regularly, so that in 
time of illness he could be eared for by his 
family physician, or could be sent to the 
hospital if necessary, and that the insurance 
company would meet all the expenses, the 
doctor’s situation would be a happy one. But 
can we depend upon the patient? 

The most difficult selling task American 
salesmen have ever undertaken has been to 
make the man in the street life insurance 
minded, and they still have far to go. The 
average person believes that illness will not 
overtake him, although it may his neighbor. 
I am convinced that it will be a herculean 
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effort to sell the subject of health insurance 
to the American public in its entirety. 

Radical changes will not come upon us rapid- 
ly. Even though there will be developments 
in the matter of public medicine, there will 
still be an abundance of opportunity for the 
private practitioner to continue his work in 
caring for the health of the majority of the 
people, that is the private patients. When the 
community will remove the burden of charity 
and semi-charity which handicaps the phy- 
sician, the great waste, now associated with 
private competitive practice, will largely be 
eliminated, and people of all classes will re- 
ceive more thorough and painstaking treat- 
ment than is the case today. 

Whether we look at medicine in the year 
1950, or the year 3000, we cannot escape the 
fact that the true physician will be as he has 
been since the year 400 B. C. 

He will not be the man who regards the 
patient as a living machine—a human robot. 
The developments in psychiatry and mental 
hygiene will not set aside the fact that we 
must have an essential, personal, almost priest- 
like confidence and understanding between 
patient and physician. There are many cases, 
to be sure, which require this relationship to 
a lesser extent, and the mass production idea 
will apply to them. 

The true physician cannot be driven by the 
lash of a master, or a system of rules. Rather 
he is one who seeks to aid mankind in times 
of stress, and possesses the will to serve. 

But if he is to have the opportunity to fulfill 
this ambition he must possess another qualifi- 
eation—or rather he must acquire one other 
trait—and that is the ability to present his de- 
sire to assist in a more favorable fashion. We 
might go farther and eall this ability sales- 
manship. 





The proper type of physician must exemplify 
the spirit of craftsmanship. We should draw 
a more distinct line between medical practice 
as a craft and the type which is practiced as 
an industry. Physicians who attract the public 
must be of the first type. 

Craft, art, patience are of first importance. 
Where can you look and not see physicians 
who are putting aside the hope for great emolu- 
ment in order to serve those whom they term 
as ‘‘their people’’? Those men are rich in 
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those things which constitute the very best in 
life. They are heroes who die, unheralded and 
unsung, but not without the very deep and 
sincere kind of thanks of those whom they 
have served. And with such practical phy- 
sicians as these the medical profession js 
replete. 

The entire world is in the throes of a period 
of transition. Physicians are learning the 
comparatively new science of economies, and 
are applying it to their problems. When they 
emerge from this period we will find medicine 
essentially as it was before. Human nature 
changes but little in the course of the centuries, 
The objective aspects of medical practice may 
be somewhat different, but the changes will not 
be violently radical. In 1950, yes, eons henee, 
physicians, as now, will stand and serve. 





HOW LARGE IS A TEASPOON? 


In a recent number of the American Druggist there 
appeared the following: 

“Physician directs a teaspoonful. You write it on 
the label. Pick up some of the teaspoons in your own 
home. Measure the capacity of each. Note the dif- 
ference between what one holds as against another. 
Obviously every teaspoon used for administering medi- 
cine should be a standard teaspoon. What are we to 
do about this?” 

Now that the druggists have taken up this question, 
it seems pertinent that the physicians should do the 
same. We shall be glad to hear from our readers ex- 
actly what they think of this question. 

It is interesting to note that an announcement from 
the Drug Trade Bureau of Public Information says: 

“For a few cents the family medicine chest can be 
supplied with a graduate ‘medicine glass,’ thus avoid- 
ing possible ‘over-doses’ or ‘under-doses’ in the admin- 
istration of medicines.” 

This warning is one of a series of suggestions relat- 
ing to the handling and administration of medicines in 
the home, issued in connection with the observance of 
First-Aid Week. Some of the suggestions are as fol- 
lows: 

“Never take medicine in the dark. 

“Always look at the label and read the directions 
before taking a dose of medicine. 

“Never increase the dose or take it more frequently 
without consulting your physician. 

“Pour from the bottle with label upward. This keeps 
the label clean and legible. 

“Never take medicine originally intended for others; 
the drugs it contains may be entirely unsuited for you 
condition and be actually harmful.” 
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DIGITALIS 
EpwarpD Popotsky, M. D. 
BROOKLYN, N. Y. 


Digitalis has for the past three hundred years 
been the most popular and the most valuable 
single remedy for the treatment of heart disease. 
It is without a doubt one of the great drugs in 
possession of the race. Yet no one knows who 
discovered digitalis or when it was discovered. 
As a matter of fact when it was first used as a 
remedy it was for other than its cardiotonic 
properties. Its first use in medicine goes back 
to the Anglo-Saxon period where it was men- 
tioned in the ‘‘Leechdoms’’ of the twelfth cen- 
tury. In those days it was called foxglove, 
which is derived from the Anglo-Saxon fox- 
esglew, i.e., fox music, an allusion to the ancient 
musical instrument consisting of bells hung on 
an arched support. It was mentioned in the 
“Liber Medicinalis’’ of Apuleius, and in the 
“Vocabulary of the Names of Plants’’ of the 
eleventh century, as foxes glofa, while in a later 
vocabulary it was called foxesglove. 

The ancient Welsh ‘‘ Physicians of Myddvai’’ 
made frequent use of foxglove. It appears as 
an external remedy in a treatise of the year 
1250. Fuchius described it in his ‘‘Plantarium 
Omnium Nomenclaturae’’ in 1541, and gave it 
its present name of digitalis, in allusion to the 
German fingerhut (finger-stall). A year later 
he gave it its present botanical description. He 
described its flowers as ranging from white to 
purple and gave it the name of digitalis pur- 
purea which it still retains, and which, as is 
quite obvious, is not a very accurate designa- 
tion. 


In the sixteenth century it passed into the 
‘Herbals’? and was mentioned by Turner, and 
by Gerarde in 1597, who stated: ‘‘It doth cut 
and consume the thicke toughenesse of grosse 
and slimie flegme and naughtie humours.’’ In 
1640, Parkinson observed its value in ‘‘extenuat- 
ing tough flegme or viscous humours troubling 
the chest,’’ and remarked further that ‘‘there 
are few physicians use it and it is in a manner 
wholly neglected.’? Ten years later, however, 
it was included in the London Pharmacopoeia, 
which shows it had found a place in the materia 
medica of the physician of that period. Previous 
to its first inclusion Lobel mentioned that ‘‘the 
country people of Somersetshire employ a 
decoction for the cure of fever, but its operation 
is exceedingly violent.’’ 
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It was chiefly employed in the treatment of 
epilepsy and as an external application for 
scrofula or the King’s evil, as well as for wounds 
and ulcers of the legs. In a manuscript book 
of medical receipts written in 1644 the follow- 


oe 


ing formula is given for ‘‘An Oyntment for 
King’s Evil’’: ‘‘Stamp a ‘peck of fox gloves in 
a stone mortar and add t® it a pound of fresh 
butter and set them on a soft fire for four hours 
to make the oyntment.’’ Another: ‘‘ Against 
ye falling sickness take purple foxgloves, 2 hand- 
fuls of the leaves with 4 ounces of polipodium 
of the oak. Boil them in beer or ale and drinke 
ye decoction. One that had the disease 26 years 
so that he fell with it 2 or 3 times in every month, 
was so cured by ye use of this decoction that 
he had not a fitt for 16 months after.’’ 

In the 18th century, the great Boerhaave con- 
sidered foxglove to be of a ‘‘ poisonous nature,”’ 
and Haller observed that ‘‘6 or 7 spoonfuls of 
the decoction produced nausea and vomiting.”’ 

Around the year 1775, in the county of Shrop- 
shire, England, an old woman was making a 
wonderful reputation with a remedy which was 
remarkably effective in curing dropsy. Her fame 
had spread far and wide, for her decoction was 
really effective, though its composition was a 
secret. In the same year a practicing physician 
in the Midlands, William Withering by name, 
was impressed by the fact that this old woman 
‘‘had sometimes made cures of cases of dropsy 
after the more regular practitioners had failed.’’ 

Dr. Withering was determined to investigate 
and at length succeeded in ascertaining that 
‘“‘The medicine was composed of twenty or more 
different herbs but it was not very difficult for 
one conversant in these subjects to perceive 
that the active herb could be no other than the 
foxglove.’’ That very year he began his study 
of this remarkable plant. ‘‘I soon found,’’ he 
wrote, ‘‘the foxglove to be a very powerful 
diuretic, and so in the Botanical Arrangements, 
published in the following spring (1776), I ven- 
tured to assert that the Digitalis purpurea 
merited more attention than modern practice 
bestowed upon it... The more I saw of the great 
powers of this plant the more it seemed necessary 
to bring the doses of it to the greatest possible 
accuracy. .. In the Summer of 1776 I ordered 
a quantity of the leaves to be dried and as it 
then became possible to ascertain its doses it 
was gradually adopted by the medical practi- 
tioners in the circle of my acquaintance. 
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‘*In February, 1779, my friend, Dr. Stokes, 
communicated to the Medical Society of Edin- 
burgh the result of my experiments of the fox- 
glove. At length in the year 1783 it appeared 
in the new edition of the Edinburgh Pharma- 
copoeia, but from which, I am satisfied, it will 
again be very soon rejected if it should continue 
to be exhibited in the unrestrained manner in 
which it has hithertofore been used in Edin- 
burgh and in the enormous doses in which it is 
now directed in London.’’ 


In 1785 Withering published his thesis ‘‘ An 
Account of the Foxglove and Some of its Med- 
ical Uses, with Practical Remarks on Dropsy, 
and Other Diseases,’’? which ranks with the 
classics of medical literature. It gave the clin- 
ical histories of 163 of his own cases and 
many ‘‘Communications from Correspondents. ’”’ 
Complete directions were given for the gather- 
ing, stripping, drying and powdering of the 
leaves. Regarding dosage he had this to say: 
‘*T give to adults one to three grains of the 
powder twice a day. Sometimes I give the 
powder alone, sometimes unite it with aromatics 
and sometimes form it into pills; if a liquid is 
preferred, I make an infusion. .. Patients were 
sometimes ordered to persist until the nausea 
came on and then to stop. But it soon appeared 
that the diuretic effect would often take place 
first, and sometimes be checked when the sick- 
ness or purging intervened. The direction was 
therefore enlarged thus: Continue the medicine 
until the urine flows or sickness or purging 
takes place.’’ 

The ‘‘Account of the Foxglove,’’ concluded 
with nine ‘‘Inferences,’’ the last three being 
so remarkable that they are worthy of reproduc- 
tion here: ‘‘That the digitalis may be used with 
advantage in every species of dropsy, except 
the encysted. That it may be made subservient 
to the cure of diseases unconnected with dropsy. 
That it has a power over the motion of the heart, 
to a degree yet unobserved in any other med- 
icine, and that this power may be converted 


? 


to salutary ends.”’ 

When physicians began to become acquainted 
with the clinical efficacy of digitalis and began 
to employ it in cardiac disease, chemists at- 
tempted to learn something of its chemical com- 
position. Among the first to note an attempt 
to unravel the chemical mystery of this new 
drug was Thompson in his ‘‘London Dispens- 
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atory,’’ 1811, who alluded to the fact that 
Destouches established inorganic compounds 
of calcium and potassium, while Radig found 
potassium acetate in the plant. Thompson hin. 
self made a personal examination, establishing 
“‘a deep green resinous matter, in which its 
narcotic power resides.’’ Leroyer, of Geneva, 
afterwards gave the names of digitaline and 
digitalia to a material made by a circuitous 
chemical process, in which it is questionable 
whether the final product had any place in the 
original drug. Thompson sums it up as “an 
extractive mixture,’’ adding that ‘‘the active 
principle of digitalis is unknown.”’ 

Then followed more chemical investigation, 
notably by Walz, Kosmann, Momelle | and 
Quevenne, Nativelle and Schmideberg. It\was 
the last named chemist who first studied the ae- 
tive principles in digitalis and found that at 
least three active glucosides could be obtained, 
which he called digitoxin, digitalin and dig- 
italein. These glucosides were decomposed by 
heating with acids and broke up into glucose 
and a complex molecule. 

Strange as it may seem, so remarkable a dis- 
covery as digitalis failed to gain a firm hold in 
the practice of medicine during the early days 
of its discovery. It was Sir James Mackenzie 
who in 1905 rediscovered Withering and 
brought his work before the medical profession 
and established the correctness of his teach- 
ings concerning the administration of digitalis. 
At that time the study of digitalis began in 
earnest. 

In spite of brilliant chemical research the 
nature of digitalis still remained a mystery. 
Attempts to determine the therapeutic value of 
the drug by chemical methods of assay have 
proved disappointing. This led to the introdue- 
tion of pharmacological estimations based on 
the reactions of animals. The following are the 
most common methods of standardizing dig- 
italis : 

U. 8S. P. Frog Method: Frogs (20 to 30 Gm. 
weight) are kept at 20° C and the digitalis to 
be assayed is injected into the ventral lymph 
sac, the volume being about 0.015 ee. per Gm., 
and the alchohol content about 20%. The 
smallest dose causing systolic standstill of the 
heart at the end of one hour is the minimum 
lethal dose. The frogs should be standardized 
by injections of ouabain which should kill in 4 
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dose of 0.00054 mgm. per gram body weight. 
If the dose for any lot of frogs differs from this, 
a corresponding correction should be made in 
the results of the assay. Digitalis tincture must 
cause systolic stoppage in a dose between 0.0055 
and 0.0065 ee. per gram. 

Famulener and Lyon’s One Hour Method: 
The digitalis is injected into several 40 Gm. 
frogs in varying dose. That amount which 
paralyzes the heart in one hour leaving it sensi- 
tive to stimulation, is the quantity on which 
standardization is based. Each lot of frogs 
must be standardized before use by testing them 
with ouabaine. The result of the test is then 
compared with this standard, and expressed in 
units. 

Focke’s Frog Heart Method: The heart of a 
normal frog is exposed, the digitalis injected 
and the time required for the heart to stop in 
systole is observed. If this is not between 7 and 
20 minutes a larger or smaller dose must be 
given. Four such frogs are weighed after the 
heart stops, and the averages are taken. The 
weight divided by the minutes multiplied by the 
dose in ee. is the standard, and should be about 
10 (e.g., weight, 0.30 Gm., dose 0.3 ec.; time, 
10 minutes for a 10% infusion. 

Reed and Vanderkleed’s Guinea Pig Methdéd: 
Guinea pigs of any size are used, a dose based 
on that for a 250 Gm. pig and adjusted to the 
weight being injected subcutaneously in the 
abdomen. The smallest amount of the prepara- 
tion which will kill 250 Gm. of guinea pig in 
24 hours is the unit. This method as well as the 
one described above is not very reliable. 

Hatcher and Brody Cat Method: A eat is 
anesthetized and an amount of digitalis less 
than enough to cause death is injected into a 
vein. Injection is then discontinued and a stand- 
ard solution of ouabaine, the value of which is 
known, is injected until death occurs. The 
amount, less than 0.1 mgm. per Gm. required, 
represents the value of digitalis previously 
given. The amount which would have been re- 
quired without the ouabaine is calculated by a 
simple proportion. The test may be modified 
by giving 0.075 mgm. of ouabaine per kilo, and 
continuing with the unknown solution until 
(leath supervenes, which must take place in 1 
to 2 hours after beginning the injection. The 
quantity which represents the activity corre- 
sponding to the additional 0.025 mgm. of oua- 
baine, is multiplied by four to give the fatal 
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dose, per kilo, which is termed cat unit. The 
eat method of Hatcher and Brody is considered 
the best. Being a warm blooded animal the 
cat’s heart more closely resembles that of man. 
It has been proven that investigators working 
independently in different parts of the country 
get results that will vary less than 10% assay- 
ing samples from the same lot of digitalis by 
the cat method. 

To insure more accurate observations through 
the use of a digitalis of a known and constant 
behavior a plan was adopted by the Adult Clinic 
of Bellevue Hospital and the Department of 
Pharmacology of Cornell University Medical 
College. This consists in obtaining a quantity 
of digitalis leaf sufficient to last for a period 
of two to three years. It is first standardized 
by the cat unit method and a sample is tested 
on several patients to determine its clinical 
effectiveness. This lot of digitalis leaf is placed 
in a suitable container sufficient to hold the 
entire amount. Withdrawals for manufactur- 
ing purposes do not exceed a maximum of 10% 
of the whole amount of the drug. Immediately 
on withdrawal of a portion of the lot for manu- 
facturing, an equal amount of biologically and 
clinically standardized digitalis leaf is added 
to replace the amount withdrawn. After each 
addition of a new lot the old and the new are 
intimately mixed. By following this procedure 
the essential potency of the powdered digitalis 
leaf remains practically unchanged. At no time 
can the variation, if any, be more than 10%. 

Digitalis is perhaps the only drug in the 
materia medica concerning whose dosage there 
Seems to be much mystery. This is more ap- 
parent than real, for digitalis ¢an be given for 
varying degrees of heart damage, which nat- 
urally requires different doses. Thus in cases 
where digitalis is to be given for its tonie effect 
and where digitalization is not an immediate 
problem it may be given in the form of a powder 
or tablets in 1.5 gr. doses, or as the tincture 
in 16 minim doses, three to four times a day. 

In eases where digitalization is required 
there are three methods available: 1. The slow 
method in which digitalization is obtained in 
from four to six days; 2. The rapid method in 
which digitalization is obtained in from one to 
two days; 3. The intensive Eggleston body- 
weight method for use in urgent conditions in 
which digitalization is required in a few hours. 

The slow method is used in cases where the 
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heart is decompensated, but in which no urgency 
exists. In these cases four doses of digitalis, 
every four hours during the day, is given. This 
is done as follows: In form of the tablet, one 
and a half grains of digitalis is administered 
from one to three tablets every four hours. 
In its tincture form the dose is from 16 to 
40 minims every four hours. By this method 
digitalization is obtained in from four to six 
(lays. 

The rapid method is used in cases which are 
more urgent and in which digitalization is re- 
quired in from one to three days. Here the 
following regime is used: First day, give four 
tablets (each one and a half grains) of digitalis 
every six hours for the first twenty-four. This 
would be equivalent 64 minims of the tincture 
at each dose. On the second day the dosage is 
reduced as follows: Two tablets (three grains) 
or 32 minims of the tineture are given every 
four hours only during the daytime. From the 
third day and thereafter until complete digital- 
ization is secured continue with the dosage of 
the second-day schedule. 

In urgent cases where intensive digitaliza- 
tion is required and in which the heart must 
he completely under the influence of this drug 
in from 12 to 24 hours mathematical exactitude 
is required. The total requirements of digitalis 
for each patient is calculated by one of the fol- 
lowing formulas: 

Grams of powdered U0. X O15 XW 
digitalis leaf 





1000 
C.U. 560s Sow 
Ce. of tineture of digitalis 





Ce. of infusion of digitalis 


C. U. represents the milligrams of digitalis in a 
cat unit. Thus one and a half grains of the 
tablet or 16 minims of the tincture will have 
this equivalence. W represents the weight of 
the patient in pounds, 


After the patient has been fully digitalized 
by any of the above methods, the equilibrium 
which has thus been established may be main- 
tained by the administration of digitalis in suf- 
ficient amounts to replace that eliminated by 
excretion. The average rate of disappearance 
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of the drug from the body is twenty-two minims 
of the tincture each day. There are of course 
wide variations from the normal. It is there. 
fore suggested that in order to avoid danger of 
accumulation, the daily dose should not exceed 
sixteen minims of the tincture. 

Digitalis may be introduced into the body 
by any one of four different ways: 1. by mouth; 
2. by rectum; 3. intravenously and 4. intra. 
muscularly. The greatest quantity of digitalis 
under ordinary conditions is given orally. How. 
ever, special occasions may arise which demand 
another route for administration. These will 
now be considered. 

Rectally. The special circumstances which 
call for the administration of digitalis per 
rectum are as follows: 

1. In eases of unfavorable position of the 
cutaneous veins. 

2. In severe edema. 

3. In eases where there is danger of throm- 
bosis and embolism. 

4. In very protracted hepatic congestion. 

5. Also for reasons to be enumerated later 
under conditions for intravenous administra- 
tion which in addition have one or more of the 
above complicating factors. 

Rectal administration of digitalis was in- 
troduced prior to the intravenous administra- 
tion of this drug. This mode of administration 
was utilized when the oral method gave rise to 
vomiting. These first attempts were carried out 
with either the diluted tincture of digitalis or 
with the infusion. The results obtained were 
not very satisfactory. The reason was that 
these preparations irritated the mucous mem- 
brane of the rectum and could not be retained 
for absorption. When the tincture was diluted 
to the point where it ceased to irritate, its vol- 
ume was too large for the purposes in mind. 
The solution, because of its bulk, was often ex- 
pelled. 

The rectal method of administering digitalis 
has much in common with the intravenous 
mode, and results may be obtained in those 
eases in which the oral method is without re- 
sults. This is not only so when digitalis pro- 
duces nausea, but especially in those cases in 
which it is well borne by mouth, but in which 
no effect manifests itself. According to Cleotta, 
it is probable that the favorable results obtained 
from the rectal administration of digitalis are 
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due to the fact that the blood from the inferior 
and middle hemorrhoidal veins leading from 
the rectum goes directly into the inferior vena 
cava and thence to the heart. 

Digitalis may be given per rectum in several 
different forms. It is always essential that be- 
fore any form of digitalis is inserted into the 
rectum the patient should receive a prelimi- 
nary cleansing enema. After evacuation, from 
§ to 20 ee. of digitan is given by rectal tube and 
washed through with 25 ee. of tapwater. A 
rectal tube of small caliber is inserted to a depth 
of about six inches from the anal orifice. The 
funnel into which the digitan is poured is held 
about fifteen inches above the level of the anus. 
After the tapwater has been allowed to flow in, 
the tube is clamped, left in situ for fifteen min- 
utes, and then slowly withdrawn. The patient 
is instructed to avoid bowel movement for at 
least six hours. 

Another method of injecting digitan rectally 
is to use one cubic centimeter of the solution in 
10 ee. of water, which is injected into the rectum 
two or three times daily with a small glycerine 
syringe. 

A digitalis mixture consisting of one gram 
of powdered leaves of digitalis, 50 ec. of simple 
syrup, and 150 ee. of water, has been preferred 
by some. A tablespoonful of this mixture is in- 
jected, diluted in a small quantity of warm 
water, preferably with a small rubber bulb so 
as to be retained as long as possible. This is 
repeated three times a day. 

The most convenient and probably the most 
popular method of administering digitalis rec- 
tally isthe use of suppositories. It has been found 
that the total dosage required for digitalization 
per rectum is identical with the amount required 
when the drug is given by mouth. 

Before the suppositories are inserted the pa- 
tient receives the usual cleansing enema of 
soapsuds. The first day a rectal suppository 
of four cat units (six grains) is given morn- 
ing and night, making a total of eight units or 
twelve grains. On the second day is given one 
suppository of four units (six grains) in the 
morning; this may or may not be followed at 
night by a suppository of two units (three 
grains) or by a suppository of four units (six 
grains), depending upon the individual patient, 
and upon elinical conditions, thus making a 
possible total dosage for the second day of four, 
siX or eight units (six, nine or twelve grains). 


On the third and subsequent days are given 
one suppository of two units (three grains). 
The Eggleston intensive method of digitaliza- 
tion may be used per rectum, and the dosage 
is the same as when given orally. 

The intravenous route, under certain condi- 
tions, becomes the only one advisable or avail- 
able. Briefly, these may be stated as follows: 

1. Gastrie intolerance with vomiting. 

2. Failure of digitalis to act when given oral- 
ly in left ventricular failure. 

3. Old standing asystole complicated by 
cirrhosis, ascitis and enlarged liver, constitut- 
ing a double block which prevents the action 
of digitalis administered by any other route. 

4. The necessity for immediate treatment as 
in the acute asystole of pregnancy, of over- 
strain, in the asystole of acute pericarditis or 
acute myocarditis. 

d. In eases of sudden collapse due to organic 
lesions or acute secondary weakness of the 
heart in pneumonia and in other acute infec- 
tious diseases. . 

6. In cases where operations along the gastro- 
intestinal tract or upper respiratory tract 
makes the oral or rectal administration of dig- 
italis inadvisable. 

7. In certain eases of arteriosclerosis the 
stomach distends on the slightest intoxication. 
In such eases the intravenous route is of great 
value. 

8. In traumatie shock with tachycardia and 
low arterial pressure the intravenous route is 
the one of choice. 

9. It is also indicated in the beginning of the 
treatment of an ordinary right asystole. When 
the peripheral and visceral barriers have been 
overcome by pleural puncture, puncture of the 
ascites, purgation and reduction of fluid by a 
restricted fluid regime, digitalis treatment may 
be begun by one or two intravenous injections. 
This has the advantage of acting quickly and 
with smaller doses. Once the improvement has 
begun treatment may be continued by mouth. 

The contraindications of intravenous dig- 
italis therapy should constantly be borne in 
mind. These are: 

1. In cases where there is danger of throm- 
bosis and embolism. 

2. In the terminal stages of asystole. No 
good can possibly be derived in this condition. 

3. In eases were the nitrogen products are 
much increased in the blood stream (azotemia). 
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4. In patients with mitral disease with slow- 
ing of the pulse and signs of auriculo-ventric- 
ular block. 

5. In eases of extreme insufficiency of the 
liver or of the kidneys. Here the excreting 
powers of these organs are so impaired that 
the added burden of digitalis intravenously 
will not prove very helpful. 

In general, a digitalis body designed for in- 
travenous injections must meet the following 
requirements: it must be soluble in water, or 
at least in a weakly alcoholic menstruum. The 
tincture is of course not suitable. In addition 
injectible digitalis must be of uniform activity. 
It must exhibit a minimum of undesirable side 
actions; it must not deteriorate rapidly, and it 
must not irritate the veins into which it is in- 
jected. 

Several specialized preparations of injectible 
digitalis are available. Digitan solution suit- 
able for intravenous work comes in ampules 
each containing 1 ee. (16 minims) of a sterilized, 
isotonic, aqueous solution, equivalent to 1.5 
grains of potent digitalis leaves. Nativelle’s 
erystallized digitaline in the form of 1:1000 
solution is used by French physicians in from 
10 to 35 drops, diluted with one or two ce. of 
distilled, isotonie water. Digitalone is a highly 
purified aqueous solution of digitalis. One 
cubie centimeter contains 15 minims. Digitos 
is another standardized preparation of water 
soluble active principles of digitalis. Cloetta’s 
soluble digitoxin, or digalen is preferred by 
some, Another injectible digitalis preparation 
is digifoline which is a water soluble digitalis 
preparation containing all the digitalis bodies. 

Digitalis exerts certain definite actions on the 
heart. It has the power of slowing the heart 
rate, and this is due to a depressant action on 
and lessening of the conductivity both of the 
nervous, extracardiae element (the vagus) and 
of the myocardial, intracardiac element 
(Bundle of His). 

Clinically, digitalis may be used almost as a 
specific in tachycardias and arhythmias, e. g. 
complete arhythmia and auricular fibrillation. 
In these cases digitalis finds its greatest worth. 
It is only of slight use in paroxysmal, nervous 
or febrile tachycardia. 

Digitalis in contraindicated generally in 
bradyeardia and premature contractions. It is 
absolutely contraindicated where there is a ten- 
dency to heart block or in actual heart block. 
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When digitalis is given to a patient with 
cardiac insufficiency it has a variable action on 
the systolic; it may lower, raise or have no ef. 
fect on it whatsoever. But it always lowers the 
diastolic pressure. The diuretic action of dig. 
italis is one of its most valuable. It is at once a 
direct dieuretic through heart tonic action and 
an indirect dieuretic through renal vasodilator 
action. 

Diuresis produced by digitalis is relatively 
slow when compared to other diureties. It be- 
gins on the average, 24 to 36 hours after ad. 
ministering the drug and usually continues for 
several days. 

Digitalis is one of our great drugs because it 
is the greatest physiopathological specific for 
heart failure that we have. The general indi- 
cations for digitalis may be thus summarized: 

It is indicated in aortic insufficiency of what- 
ever type. In the stage of decompensation, of 
mitral involvement, of impending or definite 
heart failure digitalis should be given in its 
fullest doses. Once the stage of compensation 
has set in the usefulness of digitalis is dimin- 
ished. It may be continued for a short time in 
small doses for its vasodilator effect. 

In mitral disturbances such as mitral insuf- 
ficiency digitalis gives very effective relief. In 
mitral stenosis where there is but a slight clos- 
ing of the mitral valves and with no tendency 
to heart block digitalis may be given with bene- 
fit. In those cases where the stenosis is marked 
and where there is a tendency to heart block 
digitalis should not be administered. 

In chronic myocarditis small doses of dig- 
italis over long periods of time (not more than 
20 days at a time, however) with intervening 
pauses of 5 days is of benefit to the patient. 

The signs of overdosage of digitalis are well 
defined. These are: nausea, later on vomiting; 
fall of heart rate to or below 60; diarrhea; ap- 
pearance of frequent premature contractions, 
definite heart block, marked physical arythmia 
or coupled rhythm; and oliguria. 

There has been, for many years, a controversy 
over the administration of digitalis in pneu- 
monia. Recent experimental evidence has 
shown that high temperature, such as is found 
in pneumonia, renders the heart more suscep- 
tible to digitalis. For that reason great care 


must be exercised in using digitalis in large 


doses for patients with high fever. 
7119 Nineteenth Ave. 
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MYOCARDITIS 
JaMEs G. Carr, M.D. 
CHICAGO 

‘‘Myoearditis,’’? which etymologically means 
an inflammation of the myocardium, is the term 
commonly used to denote any inflammatory or 
degenerative alteration of the myocardium. 
Even as the term, ‘‘Nephritis,’’ created confu- 
sion in our conceptions of the various diseases 
of the kidney, which result from infection, 
toxins or vascular disease, and has been the occa- 
sion of almost endless discussion in the attempt 
to adequately distinguish renal disorder of 
unlike pathology and clinical course, ‘‘Myo- 
carditis’? has led to confusion in differential 
diagnosis and to incorrect conceptions of myo- 
cardial disease. ‘‘Myoearditis,’’ as commonly 
employed, connotes no pathological or clinical 
entity. Rather it is a word without pathological 
significance, including unrelated morphological 
changes. The designation ‘‘myocarditis’’ is 
commonly employed to describe those cases of 
eardiae disease, the examination of which re- 
veals no physical signs of endocarditis, peri- 
carditis, syphilitie aortitis, or congenital heart 
disease. One unfortunate consequence of this 
vagueness of nomenclature is the tendency to 
ignore the importance of myocardial pathology 
in various types of disease of infective origin. 

The symptoms and signs interpreted as diag- 
nostie of myocarditis are not the result of a 
single etiological factor. They do not rest upon 
the basis of characteristic morphological change 
common to all cases diagnosed as myocarditis. 
The impropriety of the term appears as soon as 
we undertake to specify the various etiological 
factors. ‘‘Myocarditis,’? as the term is em- 
ployed, includes a group of cases properly so 
named, characterized actually, by acute inter- 
stitial changes in the course of various infee- 
tions which are often followed by the mor- 
phological alterations of chronie productive 
interstitial inflammation with a varying degree 
of cellular destruction. Unfortunately, the term 
“Inyoearditis,’” as commonly employed, in- 
cludes a group of cases, non-inflammatory in 
character. In many instances, in which myo- 
cardial change is chronie and_ progressive, 
eventually terminating in interstitial fibrosis 
with cellular destruction, the pathological alter- 
ation is not the result of infection or inflamma- 
tion. This pathological process ensues upon 
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gradual impairment of the blood supply; it is 
due to progressive arteriosclerosis. The morpho- 
logical changes are not those of inflammation. 
Probably most of the cases of cardiac disease 
occurring in individuals past middle life are 
due to the insidious onset of degenerative 
changes which accompany the process of grow- 
ing old. As descriptive of these morbid processes 
of the myocardium, the term ‘‘myofibrosis’’ will 
be employed in this discussion. 

One other group of cases is commonly desig- 
nated as ‘‘Myocarditis.’’ Various acute infec- 
tious diseases, the rheumatic diseases, pneumo- 
nia, scarlet fever, especially diphtheria, produce 
degenerative changes in the cardiac muscle. 
These, it is true, are usually accompanied by 
some interstitial change, although the pathology 
in diphtheria is probably mainly degenerative. 
Primary degeneration of the myocardium is 
often the result of non-inflammatory processes. 
Various intoxications, phosphorus, chloroform, 
mushroom poisoning, acute yellow atrophy, beri- 
beri, pernicious anemia, and eclampsia may 
cause an acute myocardial degeneration. Al- 
though the acute infective types of degeneration 
may be classified, for convenience’ sake, with 
acute myocarditis, since acute degenerative and 
inflammatory processes are so likely to be co- 
existent in the course of acute infections, it is 
misleading to confuse degenerative processes re- 
sulting from infection with those resulting from 
toxic substances, not related to infection. All 
of the simple degenerative types of myocardial 
disease, infective and non-infective, tend to 
prompt repair after recovery from the causative 
infection or intoxication, with the possible ex- 
ception of diphtheria, which may leave a per- 
manently damaged myocardium. For many 
years prior to Romberg’s paper in 1893, degen- 
eration of the myocardium in the course of in- 
fections had been recognized. Romberg pointed 
out the presence in typhoid, scarlet fever, and 
diphtheria of acute interstitial myocarditis in 
association with acute degenerative processes. 
Even yet, pathologists are not agreed as to the 
relative importance of the two processes in 
diphtheria. 

Anatomically, acute myocarditis is character- 
ized by diffuse infiltration of the myocardium, 
by round eell infiltration and proliferation of 
the fixed connective tissue cells, accompanied by 
a variable degree of degenerative change. In 
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rheumatic fever, Aschoff described a character- 
istic finding, the so-called Aschoff’s bodies which 
appear as, ‘‘ Nodular infiltrations of miliary and 
submiliary size. The foci are made up of large 
cells, the origin of which, from lymphoid or con- 
nective tissue, is not determined. The nodules 
are situated about the vessels and often possess 
a necrotie eenter.’’ Aschoff regards these foci, 
from which according to his opinion, fibrosis 
later develops, as specific for rheumatic infec- 
tion, since their occurrence in rheumatic infec- 
tion has been often confirmed, while they have 
been missed in infections which are not rheu- 
matic. Kaufmann says, ‘‘ These nodules coalesce 
and become partially or wholly fibrous’’ and in 
another connection says, ‘‘An essential, insid- 
ious chronie myocarditis productiva has been 
described after rheumatic fever, typhus, and 
puerperal fever, and is recognized especially by 
clinicians in association with other infectious 
diseases such as measles and pneumonia, in chil- 
dren. It is altogether probable that a myocardi- 
tis beginning ,acutely may soon develop a 
protracted course, so that the occasional rela- 
tionship of a chronic myocarditis to infectious 
diseases, in the course of which acute myocar- 
ditis is frequent, appears likely.’’ 

The progressive inflammatory change just de- 
scribed is simulated by a different process 
developing from a different cause. Chronic de- 
generative processes with interstitial fibrosis are 
common. This is the usual type of heart disease, 
encountered in which acute 
rheumatic fever is of infrequent occurrence and 
syphilis is a minor cause of cardiac disease. The 
insidious development of coronary arteriosclero- 
sis is accompanied: by the myocardial change, 
cellular degeneration with interstitial fibrosis, 
which characterizes the arteriosclerotic heart. 
Gradual restriction of the blood supply, cellular 
degeneration, proliferation of the connective 
tissue eventually result in myofibrosis. The 
rapidity and extent of the process are modified 
by the development of collateral circulation, and 
probably by the amount of work imposed upon 
the heart. Cardiac strain may conceivably pro- 
duee a condition in which there is a relative 
ischemia of the heart muscle; the blood supply 
may be normal for usual work, yet inadequate 
for long-maintained or frequently repeated 
severe exertion. The hypertension which exists 
prior to the development of arteriosclerosis, or 


communities in 


ILLINOIS MEDICAL JOURNAL 


August, 1933 


with it, provides a factor which increases the 
tension of the cardiac musculature; creates, 
upon vessels incapable of adequate response, a 
greater demand for blood and provides the econ. 
ditions for myocardial degeneration with ulti- 
mate fibrosis. The process of degeneration with 
subsequent fibrosis is illustrated by the acute 
morphological alterations which ensue upon 
thrombosis of a coronary vessel, infarction with 
degeneration of the tissues involved, necrosis, 
productive interstitial processes, vascular pro- 
liferation originating about the necrosed area, 
and finally connective tissue replacement of the 
infarcted area. The myofibrosis of the arterio- 
sclerotic heart has developed much more slowly, 
without the acute changes, but with similar 
end-results. 

The pathological changes which have been dis- 
cussed may be summarized thus: 

1. Acute, (a) mainly degenerative, infective 
or toxic; these usually recede with recovery of 
the patient from the underlying disease, al- 
though the degeneration caused by diphtheria 
(in particular) may produce chronic disease. 

(b) mainly interstitial, occurring in many 
forms of infection; this may be followed by 
chronic productive inflammation. 

2. Chronic, (a) degenerative, usually the re- 
sult of chronic or acute restriction of the blood 
supply; this is accurately described as ‘‘myo- 
fibrosis.’’ 

(b) inflammatory, subsequent to acute inter- 
stitial myocarditis and characterized by chronic 
interstitial inflammatory processes with destruc- 
tion of muscle fibers and proliferation of con- 
nective tissue ; this is chronic myocarditis. 

A principal difficulty in determining the 
etiology or estimating the nature of the pathol- 
ogy is the tendency to simultaneous occurrence 
of both types of chronic myocardial change in 
the same individual. With advancing years, 
both inflammatory and degenerative factors 
may be effective in the same individual. To 
these must be added the factor of cardiac strain, 
which has already been mentioned. Opinion 
differs as to the possibility of cardiac damage 
from strain alone; many hold that the normal 
heart cannot be damaged by muscular strain, 
and maintain that strain is an effective cause of 
myocardial pathology, only in hearts already 
diseased. 

The development and course of myofibrosis 
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have been well described by Siebeck thus: ‘‘The 
eourse presents all possible gradations from 
unrecognizable defects to the severe terminal 
stages with permanent cardiac insufficiency. 
There are defects with some impairment of the 
eardiae function, with dilatation or arrhythmia, 
which persist unchanged for many years, there 
are exacerbations after fresh injury, and there 
are forms of the disease, of gradual development 
or quickly progressive. In general a diminished 
resistance to fresh attacks accompanies the im- 
pairment, and since life so often involves exces- 
sive strain, slight infections or toxie injuries, 
the development proceeds steadily after the first 
injury, especially when the vessels are involved 
at the same time.’’ The clinical differentiation 
between myocarditis and myofibrosis rests al- 
most entirely upon the history, although middle- 
age or more advanced years, the presence of 
hypertension or arteriosclerosis, suggest that 
symptoms of myocardial disease are due to myo- 
fibrosis. Clinical signs and symptoms of the two 
types of chronic disease are otherwise alike. 
Cardiac irregularities frequently occur in the 
course of myocardial disease and are correctly 
attributed to these conditions. Ectopic beats, 
various grades of block, and auricular fibrilla- 
tion are found in the aeute as well as the chronic 
types. Auricular fibrillation and paroxysmal 
tachycardia are frequently found, especially in 
the myofibrosis developing with arteriosclerosis 
of the coronary vessels. While these common 
symptoms suggest the presence of myocardial 
pathology, they do not warrant a positive diag- 
nosis of such a condition. Eetopie beats are 
often found in the absence of any further signs 
or symptoms of cardiac disease. These may be 
toxic or nervous in origin. It is important to 
avoid conclusions which unduly alarm the pa- 
tient or lead to unwise restriction of his activi- 
lies. The irregularity may disappear upon the 
withdrawal of coffee or tobacco, or it may cease 
as the patient is relieved of some excessive emo- 
tional disturbance. Perhaps, the ectopic beats 
of middle-aged and older persons are an expres- 
sion of the ‘‘unreecognizable defects’’ mentioned 
hy Siebeck. Even so, their significance is usual- 
lv no greater than that of the general ‘‘slowing 
up” of physical vigor which ‘‘always comes 
With the years.’? Without other signs of cardio- 
vascular disease, the presence of ectopic beats 
should not be regarded as indicating myocardial 
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disease. Irregularities, vague fleeting pains 
about the heart, even breathlessness should not 
be too quickly accepted as evidence of cardiac 
disease, especially in individuals devoid of other 
objective signs of cardiac involvement. Attacks 
of paroxysmal tachycardia or fibrillation, al- 
though frequent in the course of myofibrosis or 
chronic myocarditis of infective origin, may be 
functional. An auricular fibrillation of some 
duration is a common event in the course of 
hyperthyroidism and is often succeeded by res- 
toration of the normal mechanism after thy- 
roidectomy. The significance of an abnormal 
rhythm is dependent upon the presence or ab- 
sence of other signs of myocardial damage. 
Alone these do not warrant the diagnosis of 
myocardial disease, save in the case of heart- 
block. 


In the course of the monograph of Siebeck, 
there oeeurs this sentence, ‘‘I recognize a large 
number of patients in whom through a long time 
the large heart is the only manifestation of the 
chronic disease of the myocardium.’’ The view 
here expressed that the large heart is definitely 
a manifestation of mycardial disease offers a 
fair field for discussion. The hypertrophied 
heart of hypertension often presents, at autopsy, 
a myocardium grossly normal. Microscopically, 
scattered areas of myofibrosis may be found; 
they may be lacking. In either case, they are 
often insufficient to warrant the diagnosis of 
disease of the myocardium. It is not yet demon- 
strated that the dilatation and hypertrophy of 
the hypertensive heart are always evidence of 
morphological alteration of the myocardium. 
The left ventricle undergoes notable enlarge- 
ment in the course of syphilitic aortitis with 
aortic regurgitation, yet the question as to the 
presence of myocarditis in these cases is unset- 
tled. Grossly many such hearts do not show 
evidence of myocarditis or myofibrosis; by no 
means are microscopical alterations commonly 
found, adequate to expiain the myocardial fail- 
ure. In both instances, the myocardium has 
hypertrophied, without inflammation or degen- 
eration, in response to increased work. Hyper- 
trophy with dilatation proceeds to cardiac 
failure, in many eases of hypertensive heart 
disease, and of syphilitic aortitis with aortic 
regurgitation, without myocardial disease. Car- 
diae hypertrophy, cardiac dilatation, and eardi- 
ac failure, it thus appears, are not invariably 
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dependent upon morphological change of the 
myocardium. The assumption that these proc- 
esses involve myocardial disease is questionable ; 
at least probably incorrect. Rather does it ap- 
pear that the changes mentioned may and do 
develop upon a vitalistic rather than a purely 
morphological basis. Under constant demand 
for increased work due to hypertension or aortic 
regurgitation, the muscle hypertrophies, eventu- 
ally dilatation with failure supervenes, upon 
the basis of physiological, rather than patho- 
logical, alteration of the muscle. When mor- 
phological change is present, it is probably 
vascular in origin, due to progressive arterio- 
sclerosis of the coronary vessels in hypertension 
or to partial stenosis of the coronary openings 
produced by extension of the syphilitic process 
to the coronary vessels at their origin. 

There are a few clinical signs of importance 
in the recognition of myocardial disease which 
are generally known, but often overlooked. 
Weakening of the cardiac tones, especially the 
first, gallop rhythm and pulsus alternans are 
presumptive signs of myocardial disease. Gallop 
rhythm occurs in different conditions, which 
are not equally ominous, yet its presence is 
usually indicative of severe cardiac damage. 
Frequently the discovery of gallop rhythm in 
a hypertensive heart gives warning of impend- 
ing failure. It may occur with the cardiovascu- 
lar failure associated with severe infectious 
diseases. The pulsus alternans is almost con- 
fined to the failing heart of hypertension; the 
recovery phase of the cardiac cycle is incomplete 
and perhaps prolonged; alternate beats are 
strong and weak, yet separated from each other 
by a normal time interval. 

Weakening of the first heart sound, especially 
at the aortic area, is a valuable sign of myo- 
carditis or myofibrosis. When this sign is un- 
accompanied by eardiae failure of the congestive 
type, its significance as an indication of mor- 
phologieal change of the myocardium is in- 
creased. The electrocardiogram is of equal and 
like value. Given a patient without circulatory 
failure, the electrocardiogram will, in most 
cases, permit a diagnosis of anatomic change of 
the myocardium if such is well established. 
Early morphological change may be missed. The 
gross changes of the electrocardiogram which 
signify myocardial disease may occur as the re- 
sult of failure of function, especially where this 
is pronounced. It is not uncommon to find a 
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badly deformed electrocardiogram obtained at 
the height of an attack of decompensation sue. 
ceeded by records showing notable improvement 
after rest and digitalis. This does not forbid 
the conviction that the electrocardiogram is of 
particular value in confirming the diagnosis of 
pathological processes in the myocardium. Yet 
it must not be overlooked that similar electro- 
cardiographie changes may be due to toxic sub- 
stances; drugs and various intoxications, such 
as uremia, as well as the pressure of tumors upon 
the vagus, especially the right vagus, may pro- 
duce abnormal electrocardiograms indicative of 
gross myocardial change. 

This brief discussion of a few features of myo- 
carditis may be summarized thus: 

1. There are significant differences of etiol- 
ogy and pathogenesis amongst the numerous 
cases diagnosed as ‘‘myocarditis.’’ These may 
be differentiated and more accurately classified 
as: acute degenerative processes, myocarditis, 
acute and chronic, and myofibrosis. 

2. Functional alterations are of importance 
in the production of many symptoms which we 
loosely attribute to ‘‘myocarditis.’’ Cardiac fail- 
ure may occur in hearts which, anatomically, 
will show only slight morphological changes, in- 
adequate to explain the failure of the myocar- 
dium. Cardiac failure presents a_vitalistic 
aspect, an alteration of function, which is not 
always accompanied by morphological altera- 
tion. 

3. Attention has been called to signs long 
known, but often overlooked, partly because our 
attention is so predominantly directed to mur- 
murs, arrhythmia, and cardiac size. 

30 North Michigan Avenue 





THINGS NOT TO WORRY ABOUT 

“I wonder why folks worry. There are only two 
reasons for worry. Either you are successful or you 
are not successful. If you are successful there is 
nothing to worry about; if you are not successful there 
are only two things to worry about. Your health is 
either good or you are sick; if your health is good, 
there is nothing to worry about; if you are sick there 
are only two things to worry about. You are either 
going to get well or you are going to die; if you are 
going to get well there is nothing to worry about; if 
you are going to die there are only two things to 
worry about. You are either going to heaven or you 
are not going to heaven; if you are going to heaven 
there is nothing to worry about; and if you are going 
to the other place you'll be so damned busy shaking 
hands with your old friends you won't have time to 
worry—so why worry ?”—Wisconsin Pharmacal News. 
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Society Proceedings 


WARREN COUNTY 


The first of a series of twelve meetings sponsored by 
the American Acadeniy of Pediatrics in conjunction 
with the Illinois State Medical Society, was held at the 
Monmouth Country Club on Friday, July 28, 1933, 
with the Warren County Medical Society acting as 
host. The Meeting began at 2:00 P.M. and with an 


intermission for dinner at 6:00 P.M., continued until* 


late in the evening. 

The program was arranged by Dr. Clifford G. Grulee, 
of Chicago, and consisted of six interesting phases of 
infant and child care, and was followed by a “Question 
Box,” with Dr. Grulee answering all questions asked 
by the many guests at the meeting. 


Program, 


1. “Infant Feeding.” H. N. Sanford, Chicago. 
2. “Behavior Disturbances.” Bert I. Beverly, Chi- 
cago. 

3. “General Treatment of Children.” C. K. Stulik, 
Chicago. 

4. “Care of the New Born.” A. H. Parmelee, Oak 
Park. 
5. “Preventive Medicine.” Robert H. Graham, Au- 


6. “Allergy.” W. L. Crawford, Rockford. 
7. “Question Box.” Clifford G. Grulee, Chicago. 


A short dinner program was given with the principal 
address by Dr. C. G, Farnum, First Vice-President, 
Illinois State Medical Society, of Peoria. Illinois has 
been divided into twelve districts for these meetings. 
and this was the first of the series to be given during 
the late summer and early fall, and the program was 
truly a Post Graduate course in Pediatrics. 


There were approximately 135 in attendance, and 
these guests came from more than twenty-five different 
counties of Western Illinois and Eastern Iowa. The 
Peoria Medical Society was well represented by fif- 
teen members, twelve were present from Burlington, 
iowa, and a similar number from Galesburg, six from 
Keokuk, Iowa, and Davenport, eight from Macomb, 
and fourteen were present from Rock Island County. 
Every one of the twelve counties in this district was 
represented by one or more guests, showing the unusual 
Interest in the meeting. 


Each presentation was thoroughly discussed by many 
of the guests and many questions were asked of the 
speaker throughout the meeting. Dr. Ralph Graham, 
President of the Warren County Medical Society, was 
the presiding officer for the entire meeting. 


It was the general opinion of all who attended this 
interesting meeting that this was one of the best pro- 
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grams they have ever heard, and much credit is due 
to Dr. Grulee, and the American Academy of Pediat- 
fics for starting the interesting series of meetings to 
be held throughout Illinois, The Educational Com- 
mittee of the Illinois State Medical Society through its 
Sectetaty, Miss McArthur, assisted materially through 
many press reports which appeared in all papers in 
this section of the State, as well as in Eastern Iowa. 

The Warren County Medical Society had a 100% 
attendance during the day, and wishes to thank the 
many visitors, some of whom came 150 miles or more 
to enjoy the meeting, for their cooperation. 

Chas. P. Blair, M.D. 


Secretary. 





Marriages 





Currorp L. Carter to Miss Astrid Nygren, 
both of Chieago, June 7. 

CHARLES WESLEY EISELE, Naperville, IIl., to 
Miss Blanche Mae Kennell of Rochester, Ind., 
June 15. 

Louis JosepH HaAuprern, Chicago, to Miss 
Gertrude Jenne Epstein of Danville, IIl., June 
10. 

THomas J. Merar, Quincey, IIl., to Miss Iva 
Russakov of Chicago, June 18. . 


Personals 


Dr. Edward 8S. Judd, Rochester, Minn., was 
the principal speaker before the recent annual 
meeting of the Lee County Medical Society, on 
cholecystitis. 

Dr. Loyal Davis was the recipient of an hon- 
orary degree of doctor of science from Knox 
College, Galesburg, IIl., at its annual eommence- 
ment. 

Dr. Fred M. F. Meixner, Peoria, addressed 
the La Salle County Medical Society at Hard- 
ing, June 7, on ‘‘Clinical Aspects of Childhood 
Tuberculosis. ’”’ 

Dr. Paul M. Hardinger, Mattoon, spoke on 
medical and surgical treatment of cataract be- 
fore the Coles-Cumberland Medical Society, 
July 6. 

Dr. Philip H. Kreuscher, Chicago, conducted 
a crippled children’s clinic at Sterling, July 11, 
and one at Monmouth, July 12, under the aus- 
pices of the Whiteside and Warren county 
medical societies. 

Dr. Ralph A. Goodner, Nashville, has been 
appointed managing superintendent of the 
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Anna State Hospital; he occupied the same 
position in 1913. 

Dr. Philip H. Kreuscher has been appointed 
medical director of the Industrial Commission 
of Illinois. It was also announced that the or- 
ganization of a medical department is planned, 
to facilitate impartial administration of the 
workmen’s compensation act. 

Dr. William F. Dickson was honored at a 
dinner, June 29, and presented with a desk set 
by the staff of the Woodlawn Hospital, on the 
occasion of his completion of fifty years in the 
practice of medicine, Dr. Rollo K. Packard, 
president of the hospital, presided. 


News Notes 





- 





he 

—The state supreme court refused a rehear- 
ing, June 9, to W. H. H. Miller, former direc- 
tor of the state department of education and 
registration, according to the Chicago Tribune, 
June 10. Miller had been convicted of operat- 
ing a diploma mill and had served his sentence 
and paid his fine, but the appeal was an attempt 
to clear his record. 

—Mr. John J. Hallihan has been appointed 
director of the state department of registration 
and edueation, succeeding Mr. Michael F. 
Walsh, and Eugene R. Schwartz as superin- 
tendent of registration, replacing Mr. Paul B. 
Johnson. Mr. Stanley Kiflewsky, Chicago, suc- 
veeds Mr. J. E. Edwards as chief inspector. 

—Dr. Eben J. Carey, professor of anatomy, 
Marquette University School of Medicine, Mil- 
waukee, lectured in the Italian Pavilion of the 
Century of Progress, July 9, on ‘‘The Italian 
Fathers of Basic Medical Science.’’ This lec- 
ture was one of a series of cultural lectures on 
Italian achievements in science, fine arts, litera- 
ture and politics, being presented under the 
supervision of Prof. Enrico Bompiani of the 
University of Rome. Dr. Carey is in charge of 
medical exhibits for the exposition. 

—A series of one day lecture courses in 
pediatrics, to be held in eleven districts of Illi- 
nois, under the auspices of the American Acad- 
emy of Pediatrics and the education committee 
of the state medical society, was inaugurated in 
Bloomington, MeLean County, July 13. The 
most recent information on problems concern- 
ing the care of children and the prevention of 
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childhood diseases will be discussed in these 
courses, the second of which opened July 22, in 
Warren County. 

-—On his retirement as president of the Chi- 
cago Medical Society, June 21, Dr. Herman L, 
Kretschmer presented a silver cup to the Chi- 
cago Medical Society to perpetuate the memory 
of Dr. J. Warren Vanderslice, who died, Dee, 
24, 1932. The winner of an annual golf tourna. 


-ment will have his name inscribed on the cup 


and may keep it for one year. Physicians eligi- 
ble for the competition will be the officers and 
trustees and past presidents of the Chicago Med- 
ical Society and members of the council and 
officers of the branches of the society. The game 
is to be played between the annual election and 
Labor Day and will be arranged by a committee 
consisting of the president-elect, secretary and 
three members of the council. 


—Dr. Ludvig Hektoen retired as professor 
of pathology, Division of Biological Sciences, 
University of Chicago, July 1, becoming pro- 
fessor emeritus. Dr. Hektoen, who is 70 years 
of age, has been professor and head of the de- 
partment of pathology at the university since 
1901. From 1895 to 1898 he was professor of 
morbid anatomy at Rush Medical College. Since 
that time he has been professor of pathology at 
the college. He occupied a similar position with 
the College of Physicians and Surgeons of Chi- 
cago from 1892 to 1894. Dr. Hektoen has been 
director of the John McCormick Institute for 
Infectious Diseases since 1902 and editor of the 
Journal of Infectious Diseases since 1904 and of 
the Archives of Pathology since 1926. He was 
three times chairman of the division of medical 
sciences of the National Research Council. So- 
cieties of which he has been president include 
the Chicago Medical Society, 1919-1921; Chi- 
cago Pathological Society, 1898-1902; Associa- 
tion of American Pathologists and Bacteriolo- 
gists, 1901 ; Society of American Bacteriologists, 
1929 ; Society of Immunologists, 1927 ; Institute 
of Medicine of Chicago, 1929, In 1909 he was 
vice president of the American Association for 
the Advancement of Science and for several 
years has been chairman of the Committee on 
Seientifie Research of the American Medical 
Association. 


—aAn informal program marked the dedica- 
tion of the new $3,000,000 Provident Hospital 





\ugu 


and 

1, all 
May 
hoart 
clude 
Rose) 
Ilenr 
Clini 
(leve 
iliary 
man + 
tutior 
the 0 
First 
more 

Street 
an ag 
dent | 
1930, 
ard of 
colore 
to be 

dividu 
only 0 
regarc 
for th 
forme) 
Hospi 
Eduea 
will I 


Bcago fe 


the rei 
dowme 
contin 
held s 

The 
Beverl 
hy Dr. 
ganic | 
of Dr. 
Was ta 

The 
of the § 
sented 
and su 
adoptic 
tually. 
son Co 


Deli 
ind M, 








st, 1933 


these 
22, in 


e Chi- 
nan L, 
e Chi- 
emory 
|, Dee, 
ourna- 
le cup 
3 eligi- 
rs and 
0 Med- 
il and 
2 game 
yn and 
mittee 
ry and 


rfessor 
iences, 
g pro- 
) years 
the de- 
7 since 
ssor of 
. Since 
logy at 
m with 
of Chi- 
is been 
ite for 
of the 
and of 
He was 
nedical 
il. So- 
include 
L; Chi- 
\ ssocia- 
teriolo- 
ogists, 
stitute 
he was 
ion for 
several 
ttee on 
Medical 


dedica- 
[ospital 





\ugust, 1933 


and training medical center for Negroes, June 
| although it had been open for business since 
Mav 15. Mr. A. L. Jackson, president of the 
hoard of trustees, presided, and speakers. in- 
duded Mr. Edwin R. Embree of the Julius 
Rosenwald Fund; Col. Albert A. Sprague; Dr. 
llenry 8. Houghton, direetor of the University 
Clinies; Dr. Franklin C. MeLean; Mrs. George 
(leveland Hall, president of the woman’s aux- 
iliarv board of the hospital, and Admiral Nor- 
wan J. Blackwood, medical director. The insti- 
tution is located in the remodeled building of 
the old Chicago Lying-In Hospital on Fifty- 
First Street. Previously it had been operating 
more than forty years at 16 West Thirty-Sixth 
street. The training center is the outgrowth of 
an agreement entered into between the Provi- 
lent Hospital and the University of Chicago in 
1930, with the objective of improving the stand- 
ard of medical practice and nursing among the 
colored race. Preference in appointments is 
10 be given to colored physicians, although in- 
lividual appointments are to be determined 
only on personal and professional qualifications 
regardless of race. About $1,250,000 was used 
for the purchase and remodeling of buildings 
formerly occupied by the Chicago Lying-In 
llospital. The gift of $1,000,000 by the General 
Education Board of the Rockefeller Foundation 
will be administered by the University of Chi- 


| “igo for teaching purposes in the hospital, and 


the remainder of the fund will be used for en- 
(owment and equipment. Dr. Blackwood will 
continue as medical director, a position he has 


held since April, 1980, 


The Madison County Medical Society met at 
Beverly Farm July 7, 1933. It was addressed 
by Dr. Archie D. Carr on the subject of ‘‘Or- 
ganic Diseases of the Brain.’’ After discussion 
of Dr. Carr’s paper, the business of the society 
Was taken up, 


The question of emergency relief was pre- 
of the Society that a definite plan be formulated 
vented by Dr. G. B. Smith and it was the sense 
and submitted to the Society at a later date for 
adoption. It is hoped by this process to even- 


\ually correlate all relief agencies within Madi- 
son County, 


Delightful refreshments were served by Dr. 
ind Mrs. Smith. 
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Deaths 


Joun Bennett, Ava, Ill.; Missouri Medical College, 
St. Louis, 1898; aged 63; died, June 19, of heart 
disease and diabetes mellitus. 


JosepH Howarp CAMPBELL, Bismarck, IIl.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1902; served 
during the World War; aged 60; died, May 30, of 


coronary sclerosis, 


HERMANN P. A. CarsteNns, Forest Park, IIl.; Ben- 
nett Medical College, Chicago, 1912; a Fellow, A.M.A.; 
aged 61; died, June 11, of coronary thrombosis and 


chronic myocarditis. 


Harry Converse, Carrollton, 1)l.; Missouri Medical 
College, St. Louis, 1886; aged 68; died suddenly, June 


23, of cerebral hemorrhage. 


Epwarp Le Morte Eusticr, Kewanee, IIl.; Chicago 
College of Medicine and Surgery, 1916; member of the 
Illinois State Medical Society ; aged 51; on the staffs of 
the Kewanee Public Hospital and St. Francis’ Hospital, 
where he died, June 25, of peritonitis, following an 


operation for appendicitis. 


CLtayton FE. Fawcett, Aurora, IIll.; Hahnemann 
Medical College and Hospital, Chicago, 1905; aged 55; 
died, June 22, in the Copley Hospital, of acute myeloge- 


nous leukemia. 


Garrett Firzcispon, Chicago; Rush Medical Col- 
lege, Chicago, 1889; a Fellow, A.M.A.; aged 76; died, 


June 3, of carcinoma of the gallbladder. 


Eart GREEN, Mount Vernon, Ill.; Bellevue Hospital 
Medical College, New York, 1884; aged 72; died, June 
3, in the Mount Vernon Hospital, following a pros- 
tatectomy for prostatic hypertrophy. 


Wituis Frep Harvey, Rushville, Ill.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1897; member 
of the Illinois State Medical Society; past president and 
secretary of the Schuyler County Medical Society; 
served during the World War; formerly county coro- 


ner; aged 63; died, June 18, of chronic myocarditis. 


ABRAHAM L. JouHNson, Prophetstown, Iil.; Rush 
Medical College, Chicago, 1891; aged 68; died, June 


16, of coronary thrombosis. 
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Carvin GrirFitH McCutLoucn, Chicago; Starling 
Medical College, Columbus, Ohio, 1883; aged 71; died, 
July 4, of cerebral hemorrhage. 


Epwin McGinnis, Chicago; Northwestern University 
Medical School, Chicago, 1904; a Fellow, A.M.A.; 
assistant clinical professor of laryngology and otology, 
Rush Medical College; secretary of the American 
Bronchoscopic Society; member of the American Acad- 
emy of Ophthalmology and Oto-Laryngology, the 
American Laryngological Association and the Amer- 
ican Laryngological, Rhinological and Otological So- 
ciety; fellow of the American College of Surgeons; on 
the staffs of the Chicago Municipal Tuberculosis San- 
itarium, Presbyterian Hospital and the Children’s Me- 
morial Hospital, the Veterans’ Administration Hospital, 
Hines, and St. Francis’ Hospital, Blue Island, IIl.; 
aged 55; died, July 1, of angina pectoris, in Muskegon, 
Mich. 


Joun Josepu Meany, Chicago; College of Physicians 
and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1900; a Fellow, A.M.A.; Fellow 
of the American College of Surgeons; attending surgeon 
to the West Suburban Hospital, Oak Park, IIl.; aged 


54; died, June 7, of angina pectoris. 


Witt1AM T. Merrorp, Riverside, Ill.; Cincinnati Col- 
lege of Medicine and Surgery, 1874; a Fellow, A.M.A.; 
Medical College of Ohio, Cincinnati, 1880; aged 80; 


died, May 17, of uremia and chronic nephritis. 


Ortey H, Murpuy, Lincoln, Ill.; Chicago College of 
Medicine and Surgery, 1917; aged 65; was killed, May 


19, in an automobile accident. 


FRANK Emit NacEL, Chicago; College of Physicians 
and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1900; a Fellow, A.M.A.; acting 
assistant surgeon, U. S. Public Health Service; aged 
57; died, June 20, in the U. S. Marine Hospital, of 
acute appendicitis and diabetes mellitus. 


Witt1aM Sy Lvester Royce, Chicago; College of 
Physicians and Surgeons of Chicago, School of Med- 
icine of the University of Illinois, Chicago, 1897; a Fel- 
low, A.M.A.; on the staff of the Westside Hospital; 
aged 70; died, June 8, of cerebral hemorrhage and 


diabetes mellitus. 


James D. Sirs, Benton, Ill.; American Medical 
College, St. Louis, 1879; member of the Illinois State 
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Medical Society; aged 94; died, May 19, of an 
to the hip. 


James W. Smirtu, Cutler, Ill.; Missouri Medical 
lege, St. Louis, 1881; aged 79; died, June 4. 


ArtHuR B. Sturm, Oak Park, Ill.; Rush Medical 
College, Chicago, 1899; aged 58; died, June 16, of 
cerebral hemorrhage. 


GrorGe FRANCIS SUKER, Chicago; University ot 
Michigan Medical School, Ann Arbor, 1892; a F e 
A.M.A.; Chairman of the Section on Ophthalmology, 
American Medical Association, 1930-1931; member of 
the American Academy of Ophthalmology and Q - 
Laryngology; fellow of the American College of ; 
geons; on the staffs of the Post-Graduate Hospit 1 
Cook County, Hospital, Grant Hospital and the Edwant 
Hines, Jr., Hospital, Hines, Ill.; aged 63; died, July ! 
of coronary sclerosis. 3 


EuGeNE PatricK SULLIVAN, Morrison, IIl.; Rush 
Medical College, Chicago, 1899; member of the Illinois 
State Medical Society ; served during the World War; 
aged 59; died, June 28, in the Jackson Park Hospit ' 
Chicago, of pneumonia, as the result of injuries 


ceived in a fall. 


Cart G. Swenson, Chicago; Rush Medical Colle . 
Chicago, 1891; an affiliate Fellow of the American Mets 
ical Association; associate professor of (extramural) 
surgery, Northwestern University Medical School; le 
low of the American College of Surgeons; veteran Of 
the Spanish-American War; on the staff of the F - 
savant Memorial Hospital; aged 77, died, July 8 f 


pneumonia. 4 


WutttaM Oscar WarreEN, Carlyle, Ill.; St. 
University School of Medicine, 1915; a Fellow, AMAR 
served during the World War; aged 42; was f 
dead, May 30. 


Cartes R. WELLS, Wauconda, IIl.; University af 
Michigan Medical School, Ann Arbor, 1866; aged He 
died, May 6, at Crystal Lake, of myocarditis. i 


THEODORE Martin WIERSEN, Chicago; Bennett U& 
lege of Eclectic Medicine and Surgery, Chicago, 1900} 
College of Physicians and Surgeons of Chicago, 5ch0@ 
of Medicine of the University of Illinois, 1908; aged 
died, June 1, of hemorrhage due to carcinoma of 5 


stomach. 
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